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Symposium on Anesthesia in the Geriatric Patient 


Fascinating . . . how one curved figure seems to 
be longer than the other—even when you know 
they’re both the same. 

Two oral penicillins can be just as difficult to 
compare. If only the price of the drugs were to 
be considered, the choice would be clear. But 
isn’t it what a drug does that counts? 


V-Cillin K® achieves two to five times the 
serum levels of antibacterial activity (ABA) 
produced by oral penicillin G.! Moreover, it 
is highly stable in gastric acid and, therefore, 
more completely absorbed even in the presence of 
food. Your patient gets more dependable ther- 
apy for his money . . . and it’s therapy—not 
tablets—he needs. 


For consistently dependable clinical results 

prescribe V-Cillin K in scored tablets of 125 and 250 mg. 

Lilly V-Cillin K, Pediatric, in 40 and 80-cc.-size packages. Each 5 cc. 
(approximately one teaspoonful) contain 125 mg. (200,000 units) 
penicillin V as the crystalline potassium salt. 


V-Cillin K® (penicillin V potassium, Lilly) 
1, Griffith, R. S.: Antibiotic Med. & Clin. Therapy, 7:129, 1960, 


Product brochure available; write Eli Lilly and Company, Indianapolis 6, Indiana. 
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Following determination of basal secretion 
intragastric pH was determined continuously by means of 
frequent readings éver a two-hour period. 
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Creamalin 


Antacid Tablets 


Buffers fast'* for fast relief of pain— 
takes up more acid 


Heals ulcer fast—action more prolonged in vivo 


Has superior action of a liquid, with the 
convenience of a tablet* 

Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive dried aluminum hydroxide gel (stabilized 
with hexitol) with 75 mg. of magnesium hydroxide, New Creamalin 
tablets are pleasant tasting and smooth, not gritty. They do not cause 
constipation or electrolyte disturbance. 

Dosage: Gastric hyperacidity — from 2 to 4 tablets as needed. 

Peptic ulcer or gastritis—from 2 to 4 tablets every two to four hours, 
How Supplied: Creamalin Tablets, bottles of 50, 100, 200 and 1000. 
Also available: New Creamalin Liquid (1 teaspoon=1 tablet), 
bottles of 8 and 16 fi. oz. 

References: 1, Schwartz, I, R.: Current Therap. Res. 3:29, Feb., 1961. 

2. Beekman, S. M.: J. Am. Pharm. A. (Scient. Ed.) 49:191, April, 1960. 

3. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. Pharm. A. 


. (Scient. Ed.) 48:381, July, 1959. 4. Data in the files of the Department 
LABORATORIES of Medical Research, Winthrop Laboratories. 5. Hinkel, E. T., Jr. ; Fisher, M. P., 


New York 18, N.Y. and Tainter, M. L.: J. Am. Pharm. A. (Scient. Ed.) 48:384, July, 1959. 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 

and Mental Diseases, Alcoholism and Drug Addiction. 

The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre 
ark of longleaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and 
outhern Pines. This section is unexcelled for its healthful climate. 

— facilities are afforded for recreational and occupational therapy, particularly 

out-of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at an 
understanding of his problems and by adjustment to his personality difficulties or modifica- 
tion of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 
Malcolm D. Kemp, M. D. Medical Director 


Myo-Cervical 
Collar 


ADJUSTABLE AS TO HEIGHT, DEGREE OF HYPEREXTENSION, AND FOR CASES OF TORTICOLLIS. i 
LOWER PERIMETER ADJUSTS AUTOMATICALLY TO CONTOUR OF STERNUM AND CLAVICLE. } 
LIGHT, COOL, COMFORTABLE, AND WASHABLE. POSITIVE SUPPORT. } 

Used for whip-lash injuries of the neck, arthritic necks, wry necks, or to generally support, stabilize, j 
immobilize, or to hyperextend the neck in cases where rigid cast or bracing is not indicated. j 
These are the Genuine Original MYO Collars. / 

Our NEW Low Prices to Physicians and Hospitals $7.50 each, 3 for $21.00. } 

SIZES: LARGE — MEDIUM — SMALL 

i 


give neck size when ordering 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


WINCHESTER SURGICAL SUPPLY CO. WINCHESTER - RITCH SURGICAL CO. 
119 East 7th Street Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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SYRUP OF CHLORAL HYDRATE 


NEW rRaLDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 


JONES and VAUGHAN, Inc. ricumono 2e¢, va. 
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RETURN TO Circulation ond Records Dept., A.M.A., 535 N. Dearborn St., Chicago 10 


ror advance REGISTRATION oF euyvsicians 


This coupon must be returned before Nov. 10 to receive your advance registration identification card for Denver. Your card will 
be sent to you on Nov. 14 unless you request on earlier mailing date. 


Name 
(PLEASE PRINT) 


Address 
STATE 


| am a Member of the A.M.A. thru the State Medical Association 


or in the following government service: 


(EVERY PHYSICIAN MUST REGISTER IN HIS OWN NAME! 


RETURN TO A.M.A. Housing Bureau, Denver Convention Bureau, 225 W. Colfax, Denver 2 


ror ROOM reservations 


Please print or type four choices of Hotels or Motels: 
\st 2nd 


3rd 4th 
__Rooms for persons » Rate $ _to $ __per room. 


_Suite parlor and bedroom * Rate $___ 
Date Arriving ___ hour A.M. P.M. leaving 
Room(s) will be occupied by: 


NAME STREET ADDRESS CITY ZONE STATE 
Please attach list of additional names if you do not have sufficient space here. Also list ages of children, 
if ony. 


If you are an industrial exhibitor, be sure to give name of firm and individuals to occupy room or 
rooms reserved. 

Please make all changes and cancellations through the Housing Bureau. Hotel reservations will be 
held only until 6:00 P.M. unless otherwise specified. 
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HOTELS SINGLES TWINS 
tAdams $ 5.50-7.00 $ 7.50-10.50 
tAlbany 6.50-8.50 12.50-14.50 
tArgonaut 6.50-10.00 10.00- 15,00 
tAuditorium 5.50 6.50-8.00 

t*Broadway Plaza 9.00 12.00- 14.50 
tBrown Palace 8.50-13.00 14.00-20.00 
t*Continental Denver 10.00 12.50- 15.00 
tCosmopolitan 8.50 12.00- 18.00 
Denver Hilton (Headquarters) No accommodations. 
*DeVille Motel 10.00- 12.00 13.00- 15.00 
*Diplomot 10.50 17.50-18.50 
*Imperial 10.00 15.00-17.00 
Mayflower 8.50-12.50 9.50-17.50 
{Shirley Sovoy 7.00-8.50 9.50-14.00 


*Motels Suites also available 
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AMA 15th 
MEETING 


Denver—the hub of the Rocky Mountain states and air-rail-auto crossroads of the West—plays host to 
the nation’s physicians next November by presenting the most vital, timely, and varied scientific program 
ever assembled at a winter clinical meeting. 


M1 mut 


Nothing in medicine is so new that you won't find it discussed or exhibited in Denver. Planned just for you 

the physician in practice—a five-day session headlined by many of the nation’s leading medical authorities 
offering a blending of “refresher” education with the most advanced knowledge, tools and techniques 
developed in recent research, 


The entire scientific program is scheduled in one convenient location, Denver's Municipal Auditorium, 
Here are but a few of the many topical highlights: 


PANEL DISCUSSIONS 


Influence of Heredity on Disease 


BREAKFAST MEETINGS 


Community Psychiatric Care 


New Developments in Virology Malmstrom Vacuum Extraction 


Space Research— Impact on General Medicine Diagnosis in Pulmonary Surgery 


Clin 


American Habits vs. Health Pyelogram cS 


Poison Control Centers 


Advances in Chemo- and Radiotherapy 


Suicide — Causes and Prevention Dermatology Quiz Sessions 


Medical Computers and Electronics 
Radiation Accidents and Injury 


Sunlight and Skin Care 
e MEDICAL MOTION PICTURE PREMIERES 


© CLOSED CIRCUIT COLOR TELEVISION 
© 215 SCIENTIFIC AND INDUSTRIAL EXHIBITS 


Fora medical meeting in depth in America’s highest city 
DECIDE NOW—IT’S DENVER IN NOVEMBER 


for physician 


See JAMA October 14 for complete scientific program 
advance registration and hotel reservations 


American Medical Association, 535 North Dearborn Street, Chicago 10, Ill, 
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Listen... good news! 


GET BROADER PROTECTION AGAINST CLAIMS 
RESULTING FROM PRACTICE OF MEDICINE 


with St. Paul’s Professional Liability Insurance 
Approved Carrier of North Carolina State Medical Assn. 


For complete information on ‘“‘broader protection” 


Professional Liability Insurance see your nearest St. 
Paul agent. 


1. Broader Protection. A St. Paul policy assures you 
of complete “professional services” protection. 
. Absence of Exclusions, All professional liability 


policies are not the same. The St. Paul policy has only 
one exclusion—Workman’s Compensation. 


St. Paul Fire and Marine Insurance Co. 
St. Paul Mercury Insurance Co. 


Experienced, Sound Company. The St. Paul has ty 
record of competence extending Charlotte, EDison 2-1633 
over more than years. ee P. O. Box 10426 


° i iai 1330 St. Mary's Street 
A Effective Defense and Prevention. Close liaison - 


with doctors and medical societies helps the Company to 

pinpoint areas of risk and to develop educational ma- -s.utlechanoe lilies 

terial which assists doctors in avoiding claims. St. Paul, Minnesota 


HIGHLAND HOSPITAL, INC. 


Founded In 1904 
ASHEVILLE, NORTH CAROLINA 


Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment procedures — insulin, electro- 
shock, psychotherapy, occupational and recreational therapy — for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western 
North Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 

The a haat irra CLINIC offers diagnostic service and therapeutic treatment for selected cases desiring 
non-resident care. 


R. CHARMAN CARROLL, M.D. ROBERT L. CRAIG, M.D. JOHN D. PATTON, M.D. 
Medical Director Associate Medical Director Clinical Director 
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is pharmaceutical 


advert 


really 


“advertising”? 


of course it 1S, though some have called it 


“education” .. . not really “advertising.” 


Of course it’s “advertising”. ..a frankly competitive activity of the Ameri- 
can private enterprise system to which this industry belongs. Of course it’s 
“advertising”. ..created in the hope of getting the physician to note and read; 
of persuading him, by setting forth proven indications and advantages, to 
learn about a drug; and of thereby helping him alleviate suffering or cure dis- 
ease by prescribing it. 


“Advertising”? Surely! BUT indisputably different from any other adver- 
tising in the world (which is just what has led people to devise various dif- 
ferent names for it). For in its proper role it communicates the vital information 
. .. good, bad, and indifferent ... and it keeps the physician abreast of each 
useful new clinical application and each new danger revealed during increas- 
ing use of the drug. 


There’s been a lot of talk about “over-advertising”, and there may have been 
occasional excesses. But consider the potential dangers, in this era of astonishing 
new drugs, of “under-advertising”. . . in view of the complexity of modern drug 
therapy; the lag of 6 to more than 18 months before the appearance of defini- 
tive medical articles on new drugs; and the fact that there is no other source of 
such comprehensive information about a new agent as the company that ran it 
through the crucial gauntlet of animal pharmacology and clinical investigation. 


This message is brought to you on behalf of the producers of prescription drugs. 
For additional information, please write Pharmaceutical Manufacturers Associa- 
tion, 1411 K Street, N.W., Washington 5, D.C. 
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Medical Society of the State of North Carolina 


OFFICERS—1961-1962 
President—CLaupbE B. Squires, M.D., Charlotte 
President-Elect—Joun R. KEeRNODLE, M.D., Burlington 
Past Presideni—Amos N. Jounson, M.D., Garland 
First Vice-President—Joun A. Payne, III, M.D., Sunbury 
Second Vice-President—J. SAMUEL HoLBrook, M.D., Statesville 
Secretary—Joun S. RuopEs, M.D., Raleigh 

Speaker of the House—Donatp B. Koonce, M.D., Wilmington 
Vice-Speaker of the House—Joun C. Reece, M.D., Morganton 


COUNCILORS—1961-1964 

First District—Tuomas P. Brinn, M.D., Hertford 

Vice CouNCcILOR—QUINTON E. Cooke, M.D., Murfreesboro 
Second District—Lynwoop E. WiLuiAMs, M.D., Kinston 

Vice CouNCcILOR—ERNEsT W. LaRKIN, JR., M.D., Washington 
Third District—Drewery H. Brincer, M.D., Bladenboro 

Vice CouNCILOR—WILLIAM A. GREENE, M.D., Whiteville 
Fourth District—Epcar T. BEDDINGFIELD, JR., M.D., Stantonsburg 

Vice CounciLor—T. TILGHMAN HeErRING, M.D., Wilson 
Fifth District—Ra.ru B. Garrison, M.D., Hamlet 

Vice CouncELoR—Harry H. SUMMERLIN, M.D., Laurinburg 
Sizth District—Grorcr W. PAscHAL, Jr., M.D., Raleigh 

Vice CouNcILoOR—RIvEs W. Tay Lor, M.D., Oxford 
Seventh District—Epwarp S. Bivens, M.D., Albemarle 

Vice CouncILoR—CHARLEs L. StuckEy, M.D., Charlotte 
Eighth District—Harry L. JoHNson, M.D., Elkin 

Vice Councitor—JoHN C. BURWELL, Jr., M.D., Greensboro 


Ninth District—Tuomas L. Murpuy, M.D., Salisbury 
Vice CounciLtor—PavuL McN. Deaton, M.D., Statesville 


Tenth District—WiLt1AM A. Sams, M.D., Marshall 
Vice CounciLtor—W. Otis Duck, M.D., Mars Hill 


DELEGATES TO THE AMERICAN MEDICAL ASSOCIATION 
For 2 year term beginning January 1, 1962: 
S. Fatson, M.D., Charlotte 
Alternate: Epwarp W. ScHoENHEIT, M.D., Asheville 
Amos N. JoHNnson, M.D., Garland 
Alternate: Wm. F. Ho.uister, M.D., Pinehurst 
For 1 year term beginning January 1, 1962: 
CHARLEs StrosnipEr, M.D., Goldsboro 
Alternate: JoHn C. TayLor, M.D., Washington 


D. Hit, M.D., Raleigh 
Alternate: Wm. McN. NicHotson, M.D., Durham 


SECTION CHAIRMEN—1961-1962 


General Practice of Medicine: GLENN BeEst, M.D., Main Street, Clinton 
Internal Medicine: Joseru S. Hiatt, Jr., M.D., 208 S.W. Broad Street, Southern Pines 


ene & Otolaryngology: E. HALE THORNHILL, M.D., 720 W. Jones Street, 
aleig 


Surgery: JosHua F. B. Camsios, M.D., 208 Doctors Building, Asheville 

Pediatrics: Ricuarp S. KE.tty, Jr., M.D., 1606 Morganton Road, Fayetteville 
Obstetrics & Gynecology: CourtNEY D. Ecerton, M.D., 714 St. Mary’s St., Raleigh 
Public Health & Education: Jacop Koomen, M.D., State Board of Health, Raleigh 
Neurology & Psychiatry: THap J. Barrincer, M.D., Route 6, Leadmine Rd., Raleigh 
Radiology: OWEN W. Doy Le, M.D., 1013 Professional Village, Greensboro 


Pathology: Rosert W. PricHarp, M.D., Bowman Gray School of Medicine, 
Winston-Salem 


Anesthesiology: BILL JozE Swan, M.D., 895 Arbor Lane, Concord 


Orthopaedics & Traumatology: Wayne S. MontcoMERY, M.D., 108 Doctors Building, 
Asheville 


Student AMA Chapters: Mr. Mike Barrincger, Bowman Gray School of Medicine, 
Winston-Salem 
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When patients are older, debilitated, or just plain finicky 


... give them a vitamin tablet they can swallow 


This is just another “plus” when you specify an 
Abbott Vitamin. The Filmtab coating cuts tablet 
size as much as 30%. Bulky sugar coats and sub- 
coats aren’t needed, and aren't used. 


It isn’t very hard to prove this point of compact- 
ness. You can check it for yourself in seconds by 
comparing the Filmtab coated products on the fol- 
lowing page with any similar sugar-coated tablets. 


Perhaps you may wonder how a coating so micro- 
scopically thin can protect the stability of a product. 
The fact is that stability is actually enhanced. Un- 
like sugar coatings, the Filmtab covering is ap- 
plied without water. There is virtually no chance of 
moisture degradation to nutrients. Jn short, Filmtab 
coatings help make tablets better; 
make tablets better for each patient. 


@FILMTAB—FILM-SEALED TABLETS, ABBOTT 107033 


; 
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Easy 
to 
take 


That’s one thing about Abbott vitamins. People like taking them. They’re smaller. You 
don’t smell and taste the vitamins. And, the bottle stays right on the table. Easy to take. 


ACTUAL SIZE 
OF EACH 
FILMTAB® 


=> DAYALETS® Abbott’s maintenance SURBEX-T™ Abbott's high-potency 
multivitamin formula. B-Complex formula with 500 mg. of 


DAYALETS-M® Abbott's maintenance 

vitamin-mineral formula. SUR-BEX® WITH C Smaller dosage 
of the essential B-Complex and C. 

For the build-up in convalescence. 
Therapeutic replenishment in the eas- 
iest manner possible. 


Ideal for the nutritionally run-down, or 
as prophylaxis for people who are on 
restricted diets. 


OPTILETS® Abbott's therapeutic mul- 
tivitamin formula. 


OPTILETS-M® Abbott's therapeutic 


vitamin-mineral formula. 


: Excellent for use when bodily stresses * Ld 
and requirements are increased, as in {9 | S A h ott 
- periods of illness or infection. 


FILMTAB—FILM-SEALED TABLETS, ABBOTT TM —TRADE MARK 107034 


Attractive daily- 
reminder table bottles ; 


at no extra cost. 
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pain relief in 
“labor, Demerol is unsurpassed 
ienectiveness and safety 
for both. mother and child: 
Ustial dosage is from 50 to 
100 mg. subéutaneously or 
intramuseularly when pains 
become regular, repeated three 
four times at intervals of from 
one to four hours as needed. 


SUBIECT TO REGULATIONS OF THE FEDERAL SUREAU OF NARCOTICS 


DEMEROL (BRAND OF MEPERIDINE), TRADEMARK REG, U.S, PAT ORR, 


LABORATORIES % 
NEW YORK 18, N. ¥. 


7 for your obstetric patients in pain, the narcotic of choice Is ‘ 
, 
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INTERNIST ¢ ALLERGIST ¢ CARDIOLOGIST ¢ NEUROLOGICAL 
SURGEON ¢ ORTHOPEDIC SURGEON ¢ OPTHALMOLOGIST ¢ OBSTETRI- 
CIAN-GYNECOLOGIST NEUROLOGIST ¢ PATHOLOGIST RADIOLOGIST 


Whatever your specialty, you’d be wise to make use of our specialty — Income Protection 
Insurance. By owning our Professional Men’s Plan, you can have a regular monthly income 
when covered sickness or accident makes it impossible for you to continue your practice. 
Mutual of Omaha Income Protection has the unique Lifetime Benefits feature which means 
you'll have a monthly income for as long as you are so disabled . .. EVEN FOR LIFE. 
Get in touch with your good neighbor, the nearest Mutual of Omaha man, for details on 


low-cost Income Protection Insurance with the Lifetime Benefits feature. 


G. A. RICHARDSON, General Agent 
Winston-Salem, N. C. 


J. A. MORAN, General Agent 
Wilmington, N. C. 
J. P. GILES, General Agent 


$” Your Good Neighbor 
MUTUAL Benefit Health & Accident Association 
Asheville, N. C. The Greatest Name in Health Insurance 
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Calms the Tense, Nervous Patient 
in anxiety and depression 


The outstanding effectiveness and safety with which 
Miltown calms tension and nervousness has been 


clinically authenticated by thousands of physicians a 
during the past six years. This, undoubtedly, is one Clinically proven 
reason why meprobamate is still the most widely ° 

prescribed tranquilizer in the world. in over 750 


Its response is predictable. It will not produce published studies 
unpleasant surprises for either the patient or the 
physician. Small wonder that many physicians have 


awarded Miltown the status of a proven, depend- 
ble friend without causing ataxia or 
altering sexual function 
4 ® Does not produce 
OW : 9 Parkinson-like symptoms, 
meprobamate (Wallace) liver damage or 
Usual dosage: One or two 400 mg. tablets t.i.d. agranulocytosis 
Supplied : 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; bottles of 50. Also as 
MEPROTABS®—400 mg. unmarked, coated Does not muddle 
tablets; and in sustained-release capsules as the mind or affect 
MEPROSPAN®-400 and MEPROSPAN®-200 . 
normal behavior 


(containing respectively 400 mg. and 
200 mg. meprobamate). 


WALLACE LABORATORIES 


WA Cranbury, N. J. 
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SPECIAL COUGH FORMULA 


for Children 
SOOTHING DECONGESTANT AND EXPECTORANT 


Trademark 


Each teaspoon (5 cc.) contains: Codeine phosphate........... 5.0 mg. 


Neo-Synephrine® hydrochloride .. 2.5 mg. 
(brand of phenylephrine hydrochloride) 


Chiorpheniramine maleate ...... 0.75 mg. 
Potassium iodide ........... 75.0 mg. 


Bright red, pleasant tasting, 
raspberry flavored syrup 


Children from 6 months to 1 year, 
1/4 teaspoon; 1 to 3 years, 1/2 to 
1teaspoon; 3 to 6 years, 1to 2 
teaspoons; 6 to 12 years, 2 tea- 
spoons. Every four to six hours as 
needed. 


How Supplied: 
Bottles of 16 fil. oz. 


Exempt Narcotic 


| 
LABORATORIES 


New York 18,N Y 
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OXYTETRACYCLINE WITH GLUCOSAMINE 


demonstrates the effectiveness of Terra- 
mycin in otitis media . . . another reason for the trend 
to Terramycin. 


In a series of 41 cases of otitis media, Terramycin not 

only “was often 

but also showed that ‘it is extremely well 

oral dosage for infants was 250 to 375 

mg. daily, for children, 500 mg. to 1 Gm. In many 

instances, oral therapy was preceded by intramus- 
cular injection of Terramycin. 


where other antibiotics 


| 
PL LL 


The authors concluded that “there 
» consider it [Terramycin] one of t! 


Its I nent of infection of 


These findings confirm the continuing vitality and 
broad-spectrum dependability of Terramycin, as re- 
ported through more than a decade of extensive clini- 
cal use. 


OXYTETRACYCLINE WITH GLUCOSAMINE 


SYRUP PEDIATRIC DROPS 


125mg. per tsp. and Smg. per drop (100 mg./cc.), respectively 


deliciously fruit-flavored aqueous dosage forms — 
conveniently preconstituted 
Science for the world’s well-being® 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. 
New York 17, N. Y. 


“Jacques, A. A., and Fuchs, V. H.: J. Louisiana M. Soc. 113:200, May, 1961. 


The dependability of Terramycin in daily practice 
is based on its broad range of antimicrobial 
effectiveness, excellent toleration, and low order 

of toxicity. As with other broad-spectrum 
antibiotics, overgrowth of nonsusceptible organisms 
may develop. If this occurs, discontinue the 
medication and institute appropriate specific 
therapy as indicated by susceptibility testing. 
Glossitis and allergic reactions are rare. Aluminum 
hydroxide gel may decrease antibiotic absorption 
and is contraindicated. 

More detailed professional information available on request. 


unother reason why the trend is to 


versatility of dosage fornr: 


‘Terramycin 
TERRAMYCIN Capsules— 
250 mg. and 125 mg. per capsule— 


for convenient initial or maintenance 
therapy in adults and older children 


TERRAMYCIN Intramuscular Solution— 
50 mg./cc. in 10 cc. vials; 100 mg. and 
250 mg. in 2 cc. ampules—preconsti- 
tuted, ready to use where intra- 
muscular therapy is indicated 
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HOW 


CARTRAX 


OFFERS 
BETTER PROTECTION 
AGAINST ANGINA PECTORIS 
THAN VASODILATORS 
ALONE: 


‘DEMAND DUE TO 
TENSION AND 
ANXIETY 


TOGETHER—IN CARTRAX... 


they decrease “length, severity, and amount of angina pectoris” in 
anxious cardiacs.' 

Give your angina patient better protection by balancing supply and 
demand...with CARTRAX. 

note: Should be given with caution in glaucoma. 

dosage: Begin with 1 to 2 yellow CARTRAX “10” tablets (10 mg. PETN plus 
10 mg. Atarax) 3 to 4 times daily. When indicated, this may be increased by 
switching to pink CARTRAX “20” tablets (20 mg. PETN plus 10 mg. Atarax). 


For convenience, write “CARTRAX 10” or “CARTRAX 20.” 
Supplied in bottles of 100. Prescription only. 


1. Clark, T. E., and Jochem, G. G.: Angiology 11:361 (Aug.) 1960. 
*brand of hydroxyzine **pentaerythritol tetranitrate 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 
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Put your 
low-back patient 


=8 back on the payroll | 


Soma relieves stiffness 
—stops pain, too 
YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity, fast! 


HOW SOMA HELPS: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTs: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 


Kestler reports in controlled study: Average 
time for restoring patients to full activity: with 
Soma, 11.5 days; without Soma, 41 days. (J.A. 
M.A. Vol. 172, No. 18, April 30, 1960.) 


Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. USUAL DOSAGE: 
1 TABLET Q.1.D. 


The muscle relaxant with an independent pain-relieving action 


(carisoprodol, Wallace) 
Wallace Laboratories, Cranbury, New Jersey 
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The cigarette that made the Filter Famous! 


KING SIZE = 


It’s true. Kent’s enormous rise in popularity—with all the attendant maga- 
zine and newspaper stories—really put momentum to the trend toward filter 
cigarettes! 

So, Kent is the cigarette that made the filter famous. And, no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 
material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 

Kent with the Micronite filter refines away harsh flavor . . . refines away 
hot taste . . . makes the taste of a cigarette mild. 

That’s why you'll feel better about smoking with the taste of Kent. 


©1961 P. LORILLARD CO, 


A PRODUCT OF P. LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 
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SAINT ALBANS 


PSYCHIATRIC HOSPITAL 


(A Non-Profit Organization) 


Radford, Virginia 


STAFF 
James P. King, M.D., Director 


Daniel D. Chiles, M.D. 
Clinical Director 
James K. Morrow, M.D. 
Silas R. Beatty, M.D. 


Clinical Psychology: 
Thomas C. Camp, Ph.D. 
Artie L. Sturgeon, Ph.D. 


William D. Keck, M.D. 
Edward W. Gamble, Ill, M.D. 
J. William Giesen, M.D. 
Internist (Consultant) 


Don Phillips 
Administrator 


AFFILIATED CLINICS 


Bluefield Mental Health Center 
525 Bland St., Bluefield, W. Va. 


David M. Wayne, M.D. 
Phone: DAvenport 5-9159 
Charleston Mental Health Center 
1119 Virginia St., E., Charleston, W. Va. 


B. B. Young, M.D. 
Phone: Dickens 6-7691 


Beckley Mental Health Center 
109 E. Main Street, Beckley, W. Va. 

W. E. Wilkinson, M.D. 
Phone: CLifford 3-8397 

Norton Mental Health Clinic 

Norton Community Hospital, Norton, Va. 

Pierce D. Nelson, M.D. 

Phone: 218, Ext. 55 and 56 


BETTER GET YOURS 


FIRST Doctor, 


Money goes fast at Christmas time, 
Doctor . . . best you start getting yours now. 

And one of the best ways to get your 
money before December spending starts, is 
to call the Medical-Dental Credit Bureau 
nearest you today. They’ll clear up your 
overdue accounts . . . in an ethical, cour- 
teous manner .. . and keep your patients 
happy, too. 

Yes, to beat those December charge 
accounts to the draw, call your Medical- 
Dental Credit Bureau NOW! 


CREDIT BUREAUS 


Greensboro — 212 W. Gaston Street — BRoadway 3-8255 

High Point — 310 N. Main Street — 88 3-1955 

Winston-Salem — 514 Nissen Building — PArk 4-8373 

Asheville — Westgate Regional Shopping Center — ALpine 3-7378 


Lumberton — 220 East Fifth Street — REdfield 9-3283 

Reidsville —- 205. W. Morehead Street — Dickens 9-4325 
Charlotte — 225 Hawthorne Lane — FRanklin 7-1527 

Wilmington — Masonic Temple Building, Room 10 — ROger 3-5191 


North Carolina Members — National Association Medical-Dental Bureaus 


XVI 


PHENAPHEN 


(Basic formula) 
In each capsule: Phenacetin @ gr) 194.0 mg.; 


acetylsalicylic acid (244 gr.) 162.0 mg.; hyos- 
cyamine sulfate 0.031 mg.; and phenobarbital 


gr.) 16.2 mg. 


PHENAPHEN No. 2 


PHENAPHEN with Codeine 


= PHENAPHEN No.3 


PHENAPHEN with Codeine VY, gr. 


PHENAPHEN No.4 


PHENAPHEN with Codeine 
SUPPLY: Bottles of 100 and 500 capsules. 


sedative-enhanced analgesia 

To each ‘‘according to his need’ — maximum safe anal- 
gesia through time-and-pain-tested synergistic formula- 
tions, in four strengths for individualized prescription. 


PHENAPHEN “' CODEINE 


gr. Ye 1 gr. 


A. H. ROBINS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity . .. seeking tomorrow's with persistence 


{ 
: 
Be 
: 


The real beauty of Robitussin is seen in the relief it brings to cough. By increasing 
the tracheal flow of respiratory tract fluid, Robitussin’s glyceryl guaiacolate turns useless 


‘=: cough into productive cough. Efficient yet gentle, Robitussin helps thé cough rid itself : 
. ol the very irritants that cause it. And in more than a decade of use it has proved unques- . ee 
_ uonably safe, as well as consistently aéceptable, to patients of all ages. Robitussin® is - 
glyceryl guaiacolate, 100 mg. per 5 cc, dose; Robitussin® A-C adds prophenpyridamine 
maleate 7.5 mg., and codeine phosphate 10.0 mg, per 5 cc narcotic). 
A. H. Robins Company, Inc., Richmond 20, 
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CASE 265 


“My 


(Excerpt of letter from 
Mr. H. H., Winston-Salem, N. C. Name available on request.) 


The Sealy Posturepedic, as you undoubtedly 
know, is designed in cooperation with leading 
orthopedic surgeons. We believe your investiga- 
tion and personal use will firmly convince you 
of its distinctive benefits and, we would hope, 


You know that chronic lower back trouble is 
not a simple matter. The Posturepedic mattress, 
then, cannot be a “cure.” But patients who have 
tried Posturepedic and doctors who use it, too, 


know it can help. They find the firm, level sup- 


port Posturepedic gives to spine and muscular 
system in back and limbs promotes normal, 
healthful sleep among ai// persons. 


merit your valued recommendation. Why not 
prove it to yourself by taking advantage of this 
liberal professional discount plan now? 


We invite you to take advantage of Retail Professional 
a professional discount 
Posturepedic Mattress each $79.50 (add state tax) $ 60.00 
iS 1S Saving over 
the regular retail price for innetspring Posturepedic Foundation each $79.50 (add state tax) $ 60.00 
mattress and matching foundation. Posturepedic in Foam Rubber $159.00 per set (add state tax) $120.00 


Limit: one full or two twin size sets. 
MAIL TO: Sealy Mattress Co., 


666 N. Lake Shore Dr., Chicago 11 


OD Enclosed is my check. Please Dr. 
send the Sealy Posturepedic 
set(s) indicated below. 


0 1 Full Size f 
O 1 Twin Size 0 2 Twin Size 


D Please send me additional in- 
formation about professional 
discounts on Sealy Posture- 
pedic mattresses. 


City. Zone State 


SEALY, INC., 666 N. LAKE SHORE DRIVE, CHICAGO 11, ILLINOIS ©Sealy, inc., 1961 
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AN AMES CLINIQUICK® 


CLINICAL BRIEFS FOR MODERN PRACTICE 
Quality of diabetic control & 
Quantitation of urine-sugar 


In the diagnosis of diabetes, the urine-sugar 
test may be little more than a screening adju- 
“vant. But in the everyday management of 
diabetes, the urine-sugar test is the most prac- 
tical guide we have.' Routine testing, however, 
should not only detect, but also determine the 
quantity of urine-sugar. Quantitative testing is 
essential for satisfactory adjustment of diet, ex- 
ercise and medication. Furthermore, day-to-day 
control of diabetes is in the patient’s hands. 
Quality of control is thus best assured by the 
urine-sugar test which permits the most accu- 
rate quantitation practicable by the patient. 


Cuinitest® permits a high degree of practical accuracy and is very convenient.? Its clinically stand- 
ardized sensitivity avoids trace reactions, and a standardized color chart minimizes error or 
indecision in reading results. Cuinitest distinguishes clearly the critical 4%, 42%, %%, 1% and 
2% urine-sugars. It is the only simple test that can show if the urine-sugar is over 2%.* Your nurse 
or technician will appreciate these advantages; your patient on oral hypoglycemic therapy will find 
them helpful. Furthermore, Cuinitest may be a vital adjunct in the management of the diabetic 
child or the adult with severe diabetes. 

(1) Danowski, T. S.: Diabetes Mellitus, Baltimore, Williams & Wilkins, 1957, p. 239. (2) McCune, W. G.: M. Clin. 
North America 44:1479, 1960. (3) Ackerman, R. F., et al.: Diabetes 7:398, 1958. 


FOR PRACTICAL ACCURACY OF URINE-SUGAR QUANTITATION 
Standardized urine-sugar test...with 
COLOR-CALIBRATED GRAPHIC ANALYSIS RECORD 


A line connecting successive urine-sugar read- 
ings reveals at a glance how well diabetics are 
cooperating. Each Cuinitest Set and tablet se- 
BRAND Reagent Tablets _fill es aid. 
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AND WITH BAYER ASPIRIN, 
THERE’S NO 
“SEDATIVE HANGOVER.” 


There are, of course, a great many instances of 
sleeplessness in which the patient should be directed to 
take a sedative to induce sleep. 


But there are also many instances in which sleeplessness is 
caused by nothing more serious than minor aches and pains which 
can easily be relieved by one or two tablets of Bayer Aspirin. 
With physical discomforts gone, sleep comes naturally. 


And when Bayer Aspirin is used as a sleeping aid, 
patients never suffer the “sedative hangover” which so 
often follows an induced sleep. 


So remember, when minor aches and pains 
disturb your patients’ sleep, Bayer Aspirin doesn’t 
make them sleep; it lets 


them sleep, naturally, with 'BAYE 


ee ” 
no “sedative hangover. ASPIRIN 


oul 
When minor aches and pains 
isturb your patients’ sleep... 
DOESN’T MAKE THEM SLEEP, 
IT LETS THEM SLEEP, 
‘ 
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Why do we say Mysteclin-F is decisive in infection? 


because...it contains phosphate-potentiated tetracycline 


for prompt, dependable broad spectrum antibacterial action. 


because...it contains Fungizone, the antifungal antibiotic, 


to prevent monilial overgrowth in the gastrointestinal tract. 


Mysteclin-F resolves many respiratory, genitourinary and gastrointestinal infections—as well as such 
other conditions as cellulitis, bacterial endocarditis, furunculosis, otitis media, peritonitis, and septi- 
cemia. It combats a truly wide range of pathogenic organisms: gram-positive and gram-negative 
bacteria, spirochetes, rickettsias, viruses of the psittacosis-lymphogranuloma-trachoma group. 

Available as: Mysteclin-F Capsules (250 mg./50 mg.) Mysteclin-F Half Strength Capsules (125 mg./25 mg.) Mysteclin-F 


for Syrup (125 mg./25 mg. per 5 cc.) Mysteclin-F for Aqueous Drops (100 mg./20 mg. per cc.) 
*Mysteclin’®, ‘Sumycin’® and ‘Fungizone’® are Squibb trademarks. 


Mysteclin-F 


Squibb Phosphate-Potentiated Tetracycline (sumYcin) plus Amphotericin B (FUNGIZON® ) 
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Geriatric Vitamins—Minerals—Hormones—d-Amphetamine Lederle 


one capsule every morning supplements the diet to help achieve 
proper balance: & nutritionally # metabolically # mentally 


Each dry-filled capsule contains: Ethinyl 
Estradiol, 0.01 mg. * Methyl Testosterone, 
2.5 mg. * d-Amphetamine Sulfate, 2.5 mg. 
* Vitamin A (Acetate), 5,000 U.S.P. Units 
* Vitamin D, 500 U.S.P. Units * Vitamin 
Biz with AUTRINIC® Intrinsic Factor 
Concentrate, 1/15 N.F. Oral Unit ¢ Thi- 
amine Mononitrate (B:), 5 mg. * Riboflavin 


(Be), 5 mg. * Niacinamide, 15 mg. ¢ Pyri- 
doxine HC] (Be), 0.5 mg. Calcium Panto- 
thenate, 5 mg. * Choline Bitartrate, 25 mg. 
* Inositol, 25 mg. * Ascorbic Acid (C) as 
Calcium Ascorbate, 50 mg. * l-Lysine Mono- 
hydrochloride, 25 mg. * Vitamin E (Toco- 
pheryl Acid Succinate), 10 Int. Units ¢ 
Rutin, 12.5 mg. * Ferrous Fumarate (Ele- 


mental iron, 10 mg.), 30.4 mg. * Iodine 
(as KI), 0.1 mg. * Calcium (as CaHPOs,), 
35 mg. * Phosphorus (as CaHPO,), 27 mg. 
¢ Fluorine (as CaF2), 0.1 mg. * Copper (as 
CuO), 1 mg. * Potassium (as K2S0O,), 5 
mg. * Manganese (as MnOzg), 1 mg. * Zinc 
(as ZnO), 0.5 mg. * Magnesium (MgO), 1 
mg. Supply: Bottles of 100 and 1,000. 


REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS 
FROM YOUR LEDERLE REPRESENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 


Plan now to attend the A.M.A. Clinica! Session in Denver, November 27-30. 


wo 

AN 

® 

ane 
‘ 


NORTH CAROLINA MEDICAL JOURNAL November, 1961 


APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
n. 


drug and alcohol habituatio 
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 


laboratory facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wo. Ray GrirFin, Jr., M.D. Mark A. GrirFFin, Sr., M.D. 
Rospert A. GRIFFIN, M.D. Mark A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 


Work-and-storage centers 
tailored for your treatment rooms 


American Modular is not just a new cabinet 
— it is an entirely new idea! A complete selec- 
tion of work-and-storage centers, arranged and 
positioned exactly where you need them for 
more productive, less fatiguing office hours. 
American Modular centers fit old or new, large 


; — or small areas—cost less—can be installed 
Gives treatment rooms modern, custom look. Smartly-styled si] 
contemporary design creates a pleasant, more relaxing at- €asi y- 


mosphere for both doctor and patient. 
AMERICAN CABINETS BY HAMILTON 
CAROLINA SURGICAL SUPPLY COMPANY 
“The House of Friendly and Dependable Service” 


706 TUCKER STREET TEL: TEMPLE 3-8631 
RALEIGH, NORTH CAROLINA 
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: . ‘relieve sneezing, runny nose 


ease aches and pains 
= lift depressed feelings 


= reduce fever, chills 

For complete details, latest Schering 

iterature available from your Schering Representative 
or Medical Services Department, 
Ne J 


capsules 
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effective, palatable, economical 


GREMOSUXIDINE®[ SULFASUXIDINE® SUCCINYLSULFATHIAZOLE SUSPENSION WITH KAOLIN AND PECTIN] 
reduces fluidity of stools, reduces enteric bacteria, adsorbs toxins, and soothes 
the irritated intestinal mucosa. 

Chocolate-mint flavored...readily accepted by patients of all ages. 

Additional information on CREMOSUXIDINE is-@vailable # physicians on request. 


ETsT®) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Iwc., WEST POINT, PA. 


cre AND SUL ARE TRADEMARKS OF MERCK &CO., INC, 
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timed-dist 


‘Stable adult diabetes 


= 
brand of sustained action phenforn n HCl | aps 


® 
) CAPSULES 50 mg. 


... approaches the ideal in oral therapy for stable adult diabetes 


each dose lowers blood sugar levels for 
about 12 to 14 hours 


convenient—one dose a day, or two at 
most, for a great majority of patients 


well tolerated... minimal g.i. side effects 


virtually no secondary failures in stable 
adult diabetes 


no liver or other clinical toxicity after up 
to 2/2 years of daily use of DBI-TD 
(nearly 5 years with the DBI tablet) 


NOTABI 
in stat 
phenfc 
DBI on 
impres 
acquirt 
in sulf 
therap' 
control 
in labil 
as adju 
regulat 


NOTABL 
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: 
. the advantages of phenformin and sustained action are combined in Be 


TABLE RECORD OF CLINICAL EFFICACY 

} stable adult diabetes up to 88% respond to 
henformin.!-17 ‘‘In our experience the action of 
BI on the adult stable type of diabetes is 
ipressive."’! ‘‘There is...a virtual absence of 
‘quired resistance or true secondary failure.’’® 
| sulfonylurea failures (primary and secondary) 
erapy with DBI-TD Capsules? results in 
ntrol of a majority of patients. 

labile diabetes DBI-TD Capsules,>.® 16 

; adjunct to injected insulin, often improve 
gulation of the diabetes. 


)TABLE RECORD OF CLINICAL SAFETY 


» clinical toxic effects on the liver, kidney, 


or blood due to DBI-TD Capsules or DBI Tablets 
have been reported7:8.9.10 following daily 

use in diabetics for varying periods up 

to 414 years.® ‘‘The absence of hypoglycemic 
reactions has been conspicuous."’ 14 


DBI-TD Capsules are substantially well tolerated 
by the gastrointestinal tract?1.12.13.16.17 when 
administered as directed. 


NOTABLE DOSAGE SIMPLICITY, CONVENIENCE, LOW COST 
Once-a-day dosage — or at most twice-a-day — 
makes DBI-TD simple and convenient therapy. 
Maintenance dosage is readily established and 
adjustments are infrequently required in 

the ketosis-resistant patient. 
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BLOOD GLUCOSE LEVEL mg.% 


“more convenient, more effective and better tolerated.” 
DBI-TD—the new convenient and well-tolerated Timed-Disintegration capsule 
form of DBI—further simplifies effective control of a great majority of diabetics. 


Phenformin is believed to exert its hypoglycemic effects primarily by promoting 
cellular metabolism of glucose via the physiologic Embden-Meyerhof glycolytic 


pathway. 


a single dose of DBI-TD lowers blood sugar for 12 to 14 hours!®12,2215 


888 8 8 8 8 
sees 


$8 8&8 8 & 


Time 


12-Hour Hypoglycemic Response Curve after One 50 mg. DBI-TD (Timed-Disintegration) Capsule in Fasting Diabetic (Weller) 


1. Walker, R. S.: Brit. M. J. 2:405, 1959. 
2. Hamel, J. F.: Applied Therapeutics 
2:137, 1960. 3. Moss, J. M., DeLawter, 
D. E., Tyroler, S. A., and Field, J. B.: Med. 
Times 89:561, 1961. 4. Krall, L. P.: Ap- 
plied Therapeutics 2:137, 1960. 5. Craig, 
J. W.: Personal communication. 6. White, 
P. and Krall, L. P.: Personal communica- 
tion. 7. Miller, E. C., and Roller, G. W.: 
Med. Times 89:196, 1961. 8. Pomeranze, 
J.: Clinical Medicine 8:1155, 1961. 9. Bar- 
, P. Li: J.A.M.A. 174:474, 1960. 10. 

, L. P.: Med. Clinics N.A. In press. 

11. Radding, R. S., and Zimmerman, S. J.: 
Metabolism 10:238, 1961. 12. Beaser, 
S. B.: Personal communication. 13. Gurol, 
F.: Personal communication. 14. Pearl- 
man, W.: Phenformin Symposium, Hous- 
ton, Feb. 1959. 15. Weller, C., and Linder, 
M.: Metabolism 10:699, 1961. 16. Fabry- 
. and Ashe, B. |.: Metabolism 

17. Radding, R. S., Mc- 

. L, Neely, W. B., and Lummis, 

F. R.: Presented at Fourth Congress of 
— Diabetes Fed., Geneva, June 


DBI-TD (brand of Phenformin HCI—N!-B- 
phenethylbiguanide HCl) available as 50 
mg. timed-disintegration capsules; bottles 
of 100 and 1000 capsules. Also available as 
DBI tablets, 25 mg., bottles of 100 and 1000. 
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CAPSULES 50 mg. 


u. Ss. Vitamin & pharmaceutical corporation 


. 800 Second Ave., New York 17, N.Y. 


Arlington-Funk Laboratories, division 


88 8 8 8 8 8 
o o ~ oo 


administration and dosage: One 
50 mg. DBI-TD capsule with 
breakfast regulates many stable 
adult diabetics. If higher dos- 
ages are needed, a second 
DBI-TD capsule is added to the 
evening meal, and further in- 
crements (at weekly intervals) 
to either the A.M. or P.M. dose. 
In patients requiring insulin, re- 
duction of insulin dosage is 
made as DBI-TD dosage is in- 
creased, until effective regula- 
tion is attained. (The acidosis- 
prone, insulin-dependent dia- 
betic should be closely ob- 
served for ‘“‘starvation’’ keto- 
sis.) Sulfonylurea secondary 
failures usually respond to rela- 
tively low dosages of DBI-TD 
alone, or combined with re- 


duced dose of sulfonylurea. 


side effects: Gastrointestinal 
reactions occur infrequently and 
are usually associated with 
higher dosage levels. They may 
include unpleasant, metallic 
taste in the mouth. continuing 
to anorexia, nausea, and, less 
frequently, vomiting and diar- 
rhea. They abate promptly upon 
reduction of dosage or tempo- 
rary withdrawal. In case of 
vomiting, DBI-TD should be 
withdrawn immediately. 


precautions: Particularly during 


the initial period of dosage 
adjustment, every precaution 
should be observed to avoid 
acidosis and coma or hypo- 
glycemic reactions. Hypogly- 
cemic reaction has been ob- 
served on rare occasions in the 
patient treated with insulin or 
a sulfonylurea in combination 
with DBI-TD. “Starvation” ke- 
tosis, that is the appearance of 
acetonuria in the presence of a 
lowered or normal blood sugar, 
must be distinguished from 
“insulin-lack"’ ketosis which is 
accompanied by hyperglycemia 
and acidosis. A reduction in 
the dose of DBI-TD of 50 mg. 
per day (with a slight increase 
in insulin as required), and/or 
a liberalization in carbohydrate 
intake rapidly restores meta- 
bolic balance and eliminates 
the “‘starvation”’ ketosis. Do 
not increase DBI-TD dosage or 
give insulin without first check- 
ing blood and urine sugars. 


caution and contraindication: 
As with any oral hypoglycemic 
therapy reasonable caution 
should be observed in severe 
preexisting liver disease. The 
use of DBI-TD alone is not 
recommended in the acute com- 
plications of diabetes: acidosis, 
coma, infections, gangrene or 
surgery. 

Complete detailed literature is 
available to physicians. 


i 
| 
50 mg 
-TD capsule 
Continuous monitonng of blood sugar 
100 
= 
N 
' 
‘ 
4 
5 
4 
‘ 
a 
. 


November, 1961 ADVERTISEMENTS 


THESE 52,000 
PEOPLE IN 

NORTH CAROLINA 
NEED MEDICAL HELP 


Heart disease, cancer, mental illness — everyone knows 
the nation’s three major medical problems. Do you 
know that alcoholism ranks fourth? In the state of 
North Carolina there are at least 52,000 alcoholics. 
These people need medical help. No one is in a better 
position to initiate and supervise a program of rehabili- 
tation than the physician who enjoys the confidence of 


the patient or the patient’s family. 


ONE FOR THE ROAD BACK: 


LIBRIUM 


AN IMPORTANT AID IN THE TREATMENT AND 
REHABILITATION OF THE PROBLEM DRINKER 


During and after an acute alcoholic episode, Librium 
relieves anxiety, agitation and hyperactivity, induces 
restful sleep, stimulates appetite and helps to control 
withdrawal symptoms. The complications of chronic 
alcoholism, including hallucinations and delirium 
tremens, can often be alleviated with Librium. 


During the rehabilitation period, Librium makes the 
patient more accessible, strengthening the physician- 
patient relationship. Librium therapy helps to reduce 
the patient's need for alcohol by affording a construc- 
tive approach to his underlying personality disorders. 


Consult literature and dosage information, available 
on request, before prescribing. 
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speed recovery 


Through the years, Ilosone has built an impressive record as an effective antibiotic 
in common bacterial respiratory infections. Numerous published clinical studies 
attest to excellent therapeutic response with Ilosone. Decisive recovery has become 
a matter of record. 
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Symposium on Anesthesia in the Geriatric Patient 


The Preanesthetic Evaluation and Preparation of the Geriatric Patient 


D. LeRoy CRANDELL, M.D.* 


In assessing the risk of anesthesia and 
surgery in the geriatric patient, it is im- 
portant to determine how much, if any, the 
functional capacity of his organ systems has 
been impaired by the degenerative changes 
of advancing age. Before he is subjected to 
operation, these systems must be restored 
to their optimal capacity. 

There are many drugs at our disposal 
which may be used to improve functional 
capacity. Certain drugs, however, may pro- 
duce impairment instead of improvement. 
Too often anesthetic difficulties are ascrib- 
ed to the patient’s inability to tolerate the 
anesthetic agent. In general, most patients 
tolerate anesthesia well, with suitable prepa- 
ration and proper management. 

It is often assumed that measures have 
been instituted to provide optimal condi- 
tions for anesthesia and surgery. Neverthe- 
less, the anesthesiologist has a major re- 
sponsibility in assessing the preoperative 
preparation and in planning the most ap- 
propriate form of anesthetic management 
for each patient. He should decide whether 
further measures are indicated to improve 
the patient’s condition in the time avail- 
able. To correct during anesthesia and sur- 
gery errors of omission and commission be- 
longing to the preanesthetic preparation is 
haphazard management. 

Interference with vasomotion, vasocon- 


Presented before the Section on Anesthesia. Medical 
Society of the State of North Carolina, Asheville, May 9, 
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*From the Department of Anesthesiology, Bowman 
Gray School of Medicine of Wake Forest College and the 
North Carolina Baptist Hospital, Winston-Salem, North 
Carolina. 


WINSTON-SALEM 


striction, and vascular reactivity to epine- 
phrine or norepinephrine in the peripheral 
vascular bed will result in peripheral vas- 
cular dilatation and pooling of blood. The 
subsequent decrease in venous return will 
cause a reduction in cardiac output. Com- 
pensatory readjustment is dependent on 
both neurogenic and humoral factors. In- 
terference with compensatory adjustment 
of the vascular bed may result from prean- 
esthetic drug therapy, hypoventilation, acid- 
osis, or electrolyte and hormonal imbalance. 


Problems Associated with Preanesthetic 
Drug Therapy 


In recent years the multiplicity of drugs 
being given for various conditions has be- 
come a new and insidious hazard for sur- 
gical patients. Anesthesiologists are faced 
with the problem of maintaining circulatory 
homeostasis in patients who have been on 
long-term therapy with cortisone, antihy- 
pertensive preparations, phenothiazine de- 
rivatives, or other less potent tranquilizers. 
When the patient is subjected to the stress 
of anesthesia and surgery, these drugs often 
adversely affect the circulation. 


Cortisone 


With the present widespread use of corti- 
sone, inevitably some patients will face the 
stress of anesthesia and surgery with sup- 
pressed adrenocortical function. The sup- 
pressive effects of this drug may last for 
many months. Adrenocortical insufficiency 
subjects the patient to severe hypotension, 
respiratory depression, and delayed recov- 
ery from anesthesia. There is some good ex- 
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perimental evidence that in adrenocortical 
insufficiency, vascular responsiveness to cir- 
culating catechol amines is diminished. It 
has been postulated that the loss of sodium 
and the ensuing distortion of the intracel- 
lular-extracellular electrolyte gradient of 
the vascular muscle cells lowers the blood 
pressure by interfering with the normal 
vascoconstrictive efficiency of intrinsic 
norepinephrine and epinephrine’. 

It is therefore recommended that any 
patient who has had therapeutic doses of 
cortisone for more than a week within the 
six-month period preceding operation 
should be given supplementary doses the 
day before, during, and in the period im- 
mediately after the operation, in order to 
prevent acute adrenocortical insufficiency. 
On the night before the operation 100 mg. 
should be given. On the operative day the 
dose should be equivalent to the amount 
produced by maximal stimulation of the 
adrenal cortex, which is approximately 10 
mg. per hour. This can be administered in- 
tramuscularly in a 100-mg. dose, followed 
by 50-mg. injections every six hours. An al- 
ternate method is to administer 100 mg. 
per liter of 5 per cent dextrose in water by 
intravenous drip every eight hours. Start- 
ing on the first postoperative day, the total 
daily dosage of cortisone may be reduced 
in increments of 50 mg. per day. 


Antihypertensive agents 


Severe hypotension associated with 
bradycardia may occur in patients who have 
received rauwolfia derivatives, such as re- 
serpine, for the treatment of hypertension?. 
This untoward effect is related to depletion 
of the intrinsic catechol amines in the myo- 
cardium, vascular wall, and adrenal medul- 
la*. Under normal conditions, stores of 
epinephrine and norepinephrine the 
myocardium and vascular wall are released 
in small amounts, and are necessary as 
humoral agents for the regulation of the 
cardiac pacemaker and to maintain a norm- 
al state of myocardial and peripherovas- 
cular contractility. Correction of the hypo- 
tension might logically be obtained by sup- 
plying the necessary amount of the miss- 
ing catechol amine, norepinephrine, or by 
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the use of methoxamine and phenylephrine, 
which act directly on the vascular wall to 
produce vasoconstriction. The group of 
sympathomimetic amines, such as_ ephe- 
drine, which lose their effect following re- 
serpine therapy, normally act by releasing 
epinephrine or norepinephrine from the 
store in the artery wall. The rauwolfia de- 
rivatives appear to exert a pharmacologic 
effect for approximately two weeks after 
therapy has been discontinued. To avoid 
undue operative risk, the drug should be 
discontinued two weeks prior to elective 
surgery. 

Guanethidine (Ismelin), a recently intro- 
duced antihypertensive agent, acts by in- 
hibiting the release of norepinephrine from 
the postganglionic sympathetic nerve end- 
ings. The drug has a prolonegd effect and 
should be discontinued four days prior to 
anesthesia. 


The hazards induced by chlorpromazine 
and other phenothiazine derivatives lie in 
their ability to depress or abolish reflex 
circulatory control. Previous therapy with 
these autonomic suppressants may be as- 
sociated with hypotension, tachycardia, and 
delayed recovery in the anesthetized pa- 
tient. The phenothiazines can initiate an 
extrapyramidal syndrome. Coma in the 
tranquilized diabetic patient may be more 
precipitous and more prolonged. 

The principal danger of chlorthiazide is 
serum potassium depletion and sodium de- 
pletion in the peripherovascular wail. The 
hypokalemia will enhance the toxic effects 
of digitalis. The depletion of sodium in the 
vascular wall will reduce vascular reactivity 
to circulating catechol amines and other 
vasopressors*. 


Others 

Digitalis, an important drug in preparing 
many cardiac patients for operation, can be 
exceedingly dangerous and toxic in exces- 
sive amounts. Rapid digitalization just be- 
fore operation often causes digitalis intoxi- 
cation, especially if there are uncorrected 
electrolyte imbalances with low levels of 
blood potassium. 

Curare should be used. with caution in 
the patient on quinidine therapy. Quinidine 
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has been shown to have a curariform action 
on neuromuscular transmission. It also in- 
terferes with the anticurare effect of neo- 
stigmine. 

The elderly patient is much more sensi- 
tive to sedative drugs and narcotics. There 
is no doubt that older patients have died in 
the operating room as a result of marked 
depression from preoperative doses of nar- 
cotics such as morphine or meperidine. 

Iproniazid (Marsilid), a monoamine oxi- 
dase inhibitor, was first introduced as an 
antituberculous drug, but has also been 
found to be an effective psychic antidepres- 
sant and antihypertensive agent. Meperi- 
dine should not be administered to patients 
taking iproniazid. This combination of 
drugs may cause agitation with hyperactiv- 
ity, or coma, hyperflexion, and periodic 
respiration. Prednisolone given intraven- 
ously in 25 mg. doses reverses this picture 
almost immediately®. 


Blood Volume 


An adequate blood volume should be 
established before anesthesia and surgery. 
It may be generally stated that no patient 
with a hemoglobin level below 10 mg. per 
100 ml. or a hematocrit below 35 per cent 
should have an elective operation without 
correction of the anemia. It should be em- 
phasized that the debilitated patient may 
have a significantly reduced blood volume 
even though his hemoglobin and hematocrit 
levels are normal. Hypovolemia is common 
in the elderly, chronically ill patient, and 
in the patient with carcinoma or ulceration 
of the gastrointestinal tract. Anesthesia, 
with its associated peripheral vasodilata- 
tion, may unmask a chronic hypovolemia. 
When the blood volume is already diminish- 
ed, the loss of even small amounts is poor- 
ly tolerated, and the patient tends to go in- 
to shock more readily. Once hemorrhagic 
shock has developed, the response to blood 
replacement is not always prompt. It takes 
less blood to prevent this emergency than 
it does to treat it. The patient with hypovo- 
lemia may not be able to compensate for 
changes in body position or for the central 
nervous system depression required for an- 
esthesia. The result may be profound hy- 
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potension from what apears to be a mini- 
mal cause. 

An attempt should be made to correct the 
deficit in blood volume before the induc- 
tion of anesthesia in order to avoid the con- 
sequences of shock. Evaluation to determine 
the cause of the anemia or the reduced blood 
volume, and the institution of appropriate 
therapy, are preferable to risking a trans- 
fusion reaction. Except in an emergency, 
iron deficiency anemias are usually more 
appropriately corrected with iron therapy. 
Few situations are so urgent that time can- 
not be taken to institute measures to restore 
an adequate volume of circulating blood. 
With the transfusion of whole blood, plasma 
dispersal is essential to raise the hematocrit. 
Adequate time is necessary for this to be 
done by the patient’s own renal and met- 
abolic mechanisms. Twenty-four hours 
without transfusions should be allowed for 
equilibration prior to anesthesia. The elder- 
ly patient with heart, liver or renal disease 
requires even longer. The use of packed 
red cells will obviate the necessity of plasma 
dispersal. This is important in emergency 
situations, in patients whose plasma-dis- 
persal mechanism is impaired, and where 
the danger of producing hypervolemia 
exists. Preoperative transfusion of whole 
blood immediately prior to surgery may 
subject the elderly patient to hypervolemia, 
with subsequent cardiac decompensation 
and pulmonary edema. 


Cardiac Function 


The patient’s specific type of cardiac dis- 
ease is less important than the effective 
function of the heart. The elderly patient 
may show a diminished cardiac reserve even 
though symptoms are absent. Arteriosclero- 
tic changes of varying degrees are a con- 
stant accompaniment of advancing age. 
These changes affect both the myocardium 
and valves as well as the coronary circula- 
tion. 

Angina pectoris and coronary artery dis- 
ease are a common cause of sudden death in 
the operating room. The surgical risk is 
greatly increased after a recent myocardial 
infarction. If the infarction has occurred 
within the past three months, the operation 
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should be delayed, if possible. This is the 
period of time generally accepted as that 
required for satisfactory healing. Increas- 
ingly severe attacks of angina on progres- 
sively less exertion is a warning of im- 
pending coronary occlusion, and operation 
should be avoided, if possible. 

The senile heart is less able to compensate 
for circulatory stress by increasing cardiac 
output through an increase in myocardial 
contractile force and heart rate. Anesthesia 
with its associated myocardial depression 
and peripheral vasodilation may be suf- 
ficient to unmask incipient myocardial de- 
compensation. 

The elderly heart is more prone to de- 
velop abnormal rhythms. Certain arrhyth- 
mias appear more significant to the anes- 
thesiologist than do others. The patient with 
chronic atrial fibrillation whose ventricular 
rate is well controlled with a digitalis glyco- 
side usually does well during anesthesia. 
However, extreme caution should be taken 
with the patient having a history of episodes 
of acute atrial fibrillation. The onset of 
atrial fibrillation during operation is a 
warning of impending cardiac decompensa- 
tion, and the operative procedure should be 
terminated as soon as possible. 

Premature atrial or ventricular contrac- 
tions may be the forerunner of incipient 
cardiac decompensation or more ominous 
arrhythmias. 

Heart block is usually of more serious 
import. A well established bundle branch 
block does not appear to greatly enhance 
the risk of surgery. The patient with com- 
plete atrioventricular block, however, pre- 
sents an extremely grave risk for anesthesia 
and surgery. These patients are subject to 
Stokes-Adams attacks and sudden cardiac 
arrest during operation. Prophylaxis con- 
sisting of atropine sulfate, 1 mg. given in- 
tramuscuarly one hour preoperatively and 
0.5 mg. given intravenously every two hours 
during operation, is essential. In addition, 
a sympathomimetic amine such as isopro- 
terenol should be given in doses of 10 mg. 
sublingually two hours preoperatively and 
by intravenous drip in a dilution of 4 mg. 
per liter during the operation. Cardiac 
activity should be monitored continuously 
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and a cardiac pacemaker-defibrillator unit 
held in readiness. 

An unexplained tachycardia in the elder- 
ly patient is a cause of great concern. Ap- 
prehension is not the most common cause 
of this aberration in the _ preanesthetic 
period. The operation should be delayed 
until the cause is determined and appropri- 
ate therapy administered. Previously un- 
suspected organic heart disease or hypovo- 
lemia is usually found to be responsible. 
The danger of tachycardia lies in the short- 
ening of the diastolic phase of the cardiac 
cycle, which may precipitate coronary in- 
sufficiency or myocardial decompensation. 

With advancing age the heart becomes 
less sensitive to the effects of atropine and 
more sensitive to carotid sinus stimulation. 
This increased sensitivity of the carotid 
sinus may be an important cause of sudden 
cardiovascular collapse during surgery. It 
may be enhanced by inflammation in the 
anterior triangle of the neck from infection 
or radiation therapy; by such drugs as digi- 
talis, morphine, thiopental, cyclopropane, 
and antihypertensive agents; and possibly 
by hypoventilation associated with hypoxia 
and hypercarbia. Stimulation of the carotid 
sinus may result during operation from 
extension of the neck or from manipulation 
during a radical neck dissection. Marked 
hypotension associated with bradycardia 
will ensue, and appropriate doses of atro- 
pine sulfate should be administered in- 
travenously*. 


The risk involved in administering anes- 
thesia to the patient with aortic valvular 
disease is particularly grave. These patients 
are subject to sudden death from coronary 
occlusion and ventricular fibrillation. 


Pulmonary Function 

The two main functions of respiration are 
the intake of oxygen and the elimination of 
carbon dioxide. Oxygen intake is dependent 
on the integrity of both ventilation and dif- 
fusion. However, carbon dioxide diffuses 20 
times more readily than oxygen and de- 
pends almost entirely on ventilation for its 
successful elimination. 


Chronic bronchopulmonary disease is a 
frequent accompaniment of old age. When 
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defects in pulmonary diffusion and ventila- 
tion are present, the superimposed stress of 
anesthesia and surgery may produce serious 
metabolic and electrolyte disturbances. Res- 
piratory acidosis associated with hyper- 
kalemia will reduce the effectiveness of dig- 
italis therapy and produce alterations in 
cardiac function. The vital capacity, maxi- 
mum breathing capacity, and inspiratory 
reserve volume decrease with advancing 
age. There is also a decrease in the area of 
pulmonary capillary—pulmonary alveolar 
contact, and diffusion studies have shown a 
more uneven distribution of gases in the 
lungs. Patients with chronic bronchopul- 
monary disease may be helped greatly by 
increasing ventilatory capacity in the pre- 
operative period. This can be accomplished 
by the use of postural drainage, respiratory 
exercises, and intermittent positive-pressure 
breathing with bronochodilator nebulization 
and detergent aerosols. Intermittent posi- 
tive-pressure breathing will frequently de- 
crease atelectatic areas and improve ventila- 
tory capacity. 


Metabolic Disturbances 


Diabetes mellitus is frequently encounter- 
ed in the elderly patient. Mild hypergly- 
cemia with glycosuria is a relatively harm- 
less condition. Metabolic acidosis, however, 
is deleterious under any circumstances. The 
combination of hyponatremia associated 
with hyperglycemia and hyperkalemia as- 
sociated with acidosis will produce the char- 
acteristic sodium-potassium shift of diabe- 
tic acidosis. The elderly diabetic patient 
usually has severe atherosclerotic vascular 
disease with decreased renal function. The 
ability to compensate for metabolic acidosis 
may be impaired. It should also be em- 
phasized that rapid treatment of diabetic 
acidosis with insulin may produce hypo- 
kalemia. 

Careful evaluation and preparation of the 
elderly diabetic patient for surgery is essen- 
tial. During operation it is necessary to ad- 
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minister adequate doses of insulin and glu- 
cose in order to maintain carbohydrate 
metabolism without producing hypogly- 
cemia. The risk of hypoglycemia is consider- 
ably increased by the administration of 
drugs which block the sympathetic nervous 
system, since they inhibit glycogenolysis 
by epinephrine. The normal symptoms of a 
hypoglycemic reaction are due in part to the 
reflex sympathoadrenal release. Sympathe- 
tic blockade may mask the symptoms of 
hypoglycemia. 


Summary 


Careful attention must be given to the 
preanesthetic evaluation and preparation of 
the geriatric patient. The detrimental as- 
pects of inadequate preparation are partic- 
ularly impressive in this age group. There 
are few emergency situations in which time 
cannot be taken to institute measures which 
will improve the patient’s chances of sur- 
vival. In general, most older patients will 
tolerate anesthesia well, provided they are 
suitably prepared and the anesthesia is 
properly managed. 
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It is generally assumed that a patient 
enters the geriatric age sometime during 
his sixth decade. It is important to remem- 
ber that chronologic age is not an accurate 
guide to physiologic age. Many 60 year old 
patients appear to be much older than some 
who are 70. This fact is important in the 
choice of premedication, because the pa- 
tient’s physiologic age has a far greater in- 
fluence on his response to these drugs than 
does his chronologic age. His physiologic 
age “is determined by the functional ca- 
pacity of his various organs, his mental 
capacity, his appearance and his responses 
to stress and strain.”! An understanding of 
the physiologic changes that occur in the 
aged is essential, therefore, to proper medi- 
cation in this age group. 


Factors Affecting the Choice of Drugs 


The geriatric patient has a lower meta- 
bolic rate than does a younger person”, and 
his renal and hepatic function is often de- 
creased as a result of degenerative changes. 
Consequently he is less able to detoxify and 
eliminate drugs. His reflex excitability is 
also decreased, which means that he re- 
quires a smaller amount of a depressant 
for adequate premedication than does a 
younger person. 

Since effective premedicant drugs tend to 
depress the central nervous system and the 
cardiovascular, respiratory and renal sys- 
tems, even in the young healthy patient, 
extreme care should be taken to avoid over- 
depression in a geriatric patient who has 
either impaired reserve or actual impair- 
ment of function of these various organ 
systems. What may be considered normal 
premedicant dosage in a young patient may 
be gross overdosage in an elderly one. 

One of the most likely and most serious 
effects of overdosage in premedication is 
respiratory depression producing hypoxia 
and hypercarbia. Equally hazardous is the 
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production of hypotension from depression 
of the sympathetic nervous system, and 
from the hypoxia due to the respiratory de- 
pression. A patient so depressed may enter 
a vicious cycle requiring resuscitative ef- 
forts to prevent death. 

The purpose of premedication in geriatric 
patients is much the same as in anyone else. 
Probably the most desired effect is psychic 
sedation, in order that the patient may be 
calm and somewhat indifferent to his sur- 
roundings when he arrives in the operating 
room. Secondly, it is important to minimize 
secretion of mucus in the respiratory tract, 
although with the popularity of anesthe- 
tics which are parasympathetic in action, 
the problem of secretions is not as great as 
with ether. Other purposes of premedica- 
tion are to decrease reflex activity, to di- 
minish metabolic activity, and to fortify 
certain anesthetics’. 

The basic concept of premedication has 
not significantly changed over the years, 
although the methods and the types of 
drugs used are varied constantly. With the 
multiplicity of premedicant drugs now 
available and the constant search for new 
ones, it is rather obvious that there is no 
universal ideal drug. 

Morphine has been given to patients prior 
to the induction of anesthesia since 1850*— 
virtually since ether anesthesia was discov- 
ered. It is used widely today and is still a 
good drug for this purpose, but like many 
drugs it has adverse side effects. Therefore, 
the search for a better premedicant has con- 
tinued. A wide range of drugs is now avail- 
able for use in premedication, including 
narcotics, barbiturates, ataractics, tranqui- 
lizers, and antiemetics. Since these all have 
undesirable side effects, and since there is 
some difference of opinion concerning what 
constitutes ideal preanesthetic medication, 
it behooves the anesthetist to beware of any 
new drug which is said to promise more 
than drugs well proven by years of success- 
ful experience. 
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In general, basic premedication should 
consist of a sedative and an antisecretory 
drug administered approximately one hour 
prior to the induction of anesthesia. Other 
types of drugs may be safely and effectively 
added according to the physician’s exper- 
ience and knowledge. 


Narcotics vs. Barbiturates 


There has been considerable controversy 
concerning the use of narcotics versus bar- 
biturates for sedation. Some authorities rec- 
ommend withholding narcotics unless the 
patient is in paint. They prefer barbiturates 
on the grounds that the latter cause less 
respiratory depression and spare the pa- 
tient the mental depression that follows the 
euphoria produced by morphine. Adriani, 
however, challenges the routine substitution 
of barbiturates for narcotics on the basis 
that enough barbiturate to produce ade- 
quate sedation is likewise enough to de- 
press the respiration, and is still not as ef- 
fective in relieving anxiety’. 

Jacoby, of Marquette University, advo- 
cates combining a narcotic with a barbitur- 
ate. Meperidine (Demerol) produces less 
respiratory depression than does Morphine’. 
Since Meperidine produces less euphoria, a 
barbiturate (Nembutal or Seconal) is add- 
ed to increase the patient’s indifference 
to his surroundings. My practice is to ad- 
minister the barbiturate at least two hours 
and the narcotic one hour prior to the in- 
duction of anesthesia. 

In general, barbiturates are poorly toler- 
ated by the geriatric patient. They frequent- 
ly produce marked respiratory or circula- 
tory depression before, during, or after an- 
esthesia!. They may also produce some de- 
gree of confusion and lack of cooperation. 
It may therefore be advisable to substitute 
a drug such as chloral hydrate or an atar- 
actic. 


Ataractics 


Recently there has been much enthus- 
iasm for tranquilizers, or ataractics, as ad- 
juncts to premedication. It is the choice 
between these agents that seems to be caus- 
ing the most confusion at present. 

The word ‘‘ataractic” is derived from a 
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Greek word meaning “peace of mind’’®. In 
contrast to the narcotics and _ sedatives, 
which act on the cerebral cortex, the atar- 
actic drugs appear to act primarily on the 
subcortical structures concerned with the 
control of emotions*. They have the ability 
to calm the hyperactive, agitated individual 
without causing marked confusion or 
drowsiness. This effect may be demonstrat- 
ed experimentally in animals. An animal 
under the influence of an ataractic eats 
normally and does not appear to sleep more, 
but his physical and emotional responses 
to a threatening situation are changed— 
that is, he may show indifference to an at- 
tack by another animal where previously 
he would have exhibited fright®. 

The effectiveness of ataractic drugs in 
emotionally disturbed patients has been 
well established, but their effect on normal 
individuals is less certain. When used 
alone they are weak and ineffective for pre- 
operative sedation, and some of them pro- 
duce varying degrees of ganglionic block- 
ade which may lead to an unexpected state 
of hypotension. In view of these considera- 
tions, they should be used with caution and 
discrimination. 

Beckman® has divided these agents into 
four principal groups accroding to their 
chemical structures: 

1. Ravwolfia derivatives 

a. Rauwolfia (Raudixin, Rauserpa) 
b. Alseroxylon (Rauwiloid) 

c. Deserpidine (Harmony]) 

d. Rescinnamine (Moderil) 

e. Syrosingopine (Singoserp) 

Rauwolfia derivatives were the pioneers 
among the tranquilizing agents. They have 
been superceded by the phenothiazine group 
of drugs, which are more effective atarac- 
tics, with a more rapid onset and shorter 
duration of action.) 

2. Phenothiazine derivatives 
. Chlorpromazine (Thorazine) 

. Mepazine (Pacatal) 
Promazine (Sparine) 

. Prochlorperazine (Compazine) 
Perphenazine (Trilafon) 

. Thiopropazate (Dartal) 

. Triflupromazine (Vesprin) 

. Trifluoperazine (Stelazine) 
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i. Thioridazine (Mellaril) 
j. Methoxypromazine (Tentone) 

Attention was drawn to this group of 
drugs through observations that prometh- 
azine (Phenergan), an antihistaminic, also 
exerts a sedative action. Chemical modifi- 
cations of this agent led to the discovery of 
the first of the genuine tranquilizers of this 
group—chlorpromazine (Thorazine). 

3. Propanediol derivatives 

a. Meprobamate (Miltown, Meprospan, 

Meprotabs, Equanil) 
b. Phenaglycodol ( Ultran) 
4. Diphenylmethane derivatives 

a. Azacyclonol (Frenquel) 

b. Hydroxyzine (Atarax, Vistaril) 

c. Benactyzine (Suavitil, Phobex) 

d. Pipethanate (Sycotrol) 

Since there are no ataractics that will 
supplant the hypnotic and the narcotic 
drugs commonly used, they should, in any 
event, be used only as a supplement in pre- 
medication. 

Among the ataractic drugs, promethazine 
(Phenergan) is highly recommended as a 
safe, effective agent that has withstood the 
test of rather wide clinical experience. Its 
hypotensive effect is minimal. It has both 
a sedative and a tranquilizing effect, and it 
appears to enhance the action of narcotics, 
thereby decreasing the dosage requirements 
of the latter*. 


Antiemetics and Antisecretory Drugs 

The antiemetics comprise another group 
of drugs that is receiving considerable at- 
tention with respect to premedication. These 
include numerous anticholinergics, antihis- 
taminics, and phenothiazines that exert 
varying degrees of antiemetic activity. 
Since many of the antiemetics are far from 
innocuous and may produce serious side ef- 
fects, and since it has not been proved that 
all patients should receive an antiemetic be- 
fore operation’, their routine use appears 
inadvisable in the geriatric patient. 

As to the antisecretory or “drying agent” 
in the premedication, atropine or scopola- 
mine still remain choice agents. Synthetic 
anticholinergic drugs, oxyphenonium (An- 
trenyl), methantheline (Banthine), and 
methscopolamine bromide (Pamine), are 
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less effective and less desirable than is 
either scopolamine or atropine*. Although 
atropine does not have as great an antisec- 
retory effect as scopolamine, it is preferable 
in the geriatric patient, in whom scopola- 
mine may at times produce delirium’. 


Summary and Conclusions 


Preanesthetic medication for the aged 
does not differ radically from that normally 
administered to other adults. The differ- 
ences are that smaller amounts of the drugs 
are required, that atropine is preferred to 
scopolamine, and that the use of barbiturat- 
es should be avoided. The chief precautions 
are the avoidance of respiratory and circu- 
latory depression while striving at the same 
time to allay apprehension and to decrease 
salivation. 

Elderly patients have less tolerance to 
depressant drugs than do younger ones. It 
is recommended that the dose of a narcotic 
be reduced to one-half, one-fourth, or even 
one-sixth that required for middle-aged pa- 
tients*. Some very ill geriatric patients may 
not need any depressant, only an antisecre- 
tory drug. 

A reliable, safe program of premedication 
in the geriatric patient is 25 to 50 mg. of 
promethazine (Phenergan) given intramus- 
cularly two hours prior to induction of an- 
esthesia, followed by 25 to 50 mg. of Deme- 
rol with 0.3 mg. of atropine given intra- 
muscularly one hour prior to induction. It 
may be necessary to administer even small- 
er doses in debilitated patients. It is better 
to err in the direction of too little than too 
much premedication. 

In the geriatric patient it is even more 
important than in the younger patient to 
individualize the type and the amount of 
drug to be used. 

The basic concept of premedication of the 
surgical patient has not significantly chang- 
ed over the years. Although numerous drugs 
are now available, there is no singie uni- 
versal, ideal drug. 
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The purpose of this paper is to consider 
the following questions: (1) How does the 
geriatric patient differ from other candi- 
dates for anesthesia and surgery? (2) How 
do these differences affect the choice of an- 
esthetic agents and methods? 


Common Problems in the Geriatric Patient 


In characterizing the geriatric patient, 
one might go back to the words of the man 
who suggested the name “anesthesia”— 
Oliver Wendell Holmes. The geriatric pa- 
tient could very well be likened to his de- 
scription of “The One Hoss Shay,” which, 
at the end of one hundred years of service, 
showed 


A general flavor of mild decay 
But nothing local, as one may say, 


It went to pieces all at once, 
All at once, and nothing first, 
Just as bubbles do when they burst. 


The elderly patient has lost the resilience 
that is seen in the robust and healthy person 
of younger years. This loss is most evident 
in the cardiovascular, respiratory, and geni- 
tourinary systems. 


Respiratory system 


In the respiratory system pulmonary 
fibrosis, emphysema, and bronchitis are 
commonly encountered. There is poor mix- 
ing of gases, because of regional alterations 
of the ventilation-perfusion ratio' and a 
resultant drop in arterial pO, and an elevat- 
ed pCO.. Hyperventilation does not com- 
pletely correct the hypoxia in this situation, 
but it can correct the hypercapnia. Reg- 
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ional anesthesia should be utilized when 
the scope of the surgical procedure permits. 
Low spinal anesthesia serves very well, in 
contrast to high spinal anesthesia, which 
produces profound alterations in cardiac 
output, peripheral blood flow, and hepatic, 
renal and cerebral circulation. Respiratory 
efficiency is further diminished by high 
spinal anesthesia’. The skill of the adminis- 
trator is an important factor, as evidenced 
by the disastrous effects of pneumothorax 
complicating a brachial block in a respira- 
tory cripple. 

In the upper airway, reflexes are less 
active and aspiration is more likely to oc- 
cur. Obstruction of the upper airway on 
expiration is frequently a problem in the 
edentulous patient during induction. 
Cardiovascular system 

Frequent problems involving the cardio- 
vascular system are arteriosclerosis, cor- 
onary insufficiency, cardiac decompensa- 
tion, and hypertensive cardiovascular dis- 
ease. Avoidance of hypoxia and hypoten- 
sion is the common denominator in pre- 
venting myocardial hypoxia. Assessment of 
respiratory function is often the most im- 
portant consideration in the cardiac patient. 
An adequate blood volume is essential in 
preventing hypotensive episodes. 

With well managed anesthesia, the stress 
of surgery may be less than that of the post- 
operative period, in view of the lowered 
metabolism and the oxygen-enriched atmos- 
phere during operation. Not infrequently, 
arrhythmias, particularly premature ventri- 
cular beats, will disappear in the monitored, 
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anesthetized, and well ventilated patient, 
only to reappear in the recovery period. 

Hypertension without complications pre- 
sents little difficulty as long as hypotension 
is prevented during the anesthetic period. 
In patients who have been on Rauwolfia al- 
kaloids, operation should be deferred for 10 
days or regional anesethsia should be used. 
Burn and Rand* have demonstrated that 
reserpine depletes norepinephrine from the 
arterial walls as well as from the hypothal- 
mus, and this factor appears to account for 
the hypotension that sometimes occurs in 
these patients. Agents which elicit a sym- 
patho-adrenal discharge may become quite 
depressant in the catecholamine-depleted 
patient. 

When cardiomegaly is present, a portion 
of the latent cardiac reserve has been drawn 
into action. When one recalls that cardiac 
reserve is the product of three adaptive 
mechanisms — (1) increase in heart rate, 
(2) increase in stroke volume, and (3) hy- 
pertrophy—it is obvious that less reserve 
remains to counter any added stress‘. 


Congestive failure should be corrected 
preoperatively by long-acting digitalis pre- 
parations, if at all possible. The patient who 
has been subjected to rapid digitalization 
is a poor risk in view of the fact that mo- 
mentary acid-base balance, electrolyte con- 
centration, available energy, and calcium- 


magnesium-potassium relationships pro- 
foundly affect the myocardial effects of 
digitalis’. Hypoxia increases digitalis toxi- 
city, and these patients should be monitored 
during anesthesia for the appearance of 
ventricular premature beats, bigemini, atrio- 
ventricular block, and paroxysmal atrial 
tachycardia. 

Renal system 


Renal insufficiency and obstructive uro- 
pathy must be viewed with three factors in 
mind. First, fluid and electrolyte balance 
should be corrected as nearly as possible, 
and urinary drainage established. Second, 
nonvolatile narcotics and analgesics, espec- 
ially those depending on renal excretion, 
must be kept to a minimum. Pentothal, 
phenobarbital, codeine, gallamine, and de- 
camethonium should be avoided in the pres- 
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ence of renal insufficiency®. Third, renal 
function is depressed by most types of gen- 
eral anesthesia in a rather stereotyped pat- 
tern’. Morris* has reported, however, that 
light anesthesia with liberal use of muscle 
relaxants permits nearly normal renal 
function. 


Time should be taken preoperatively to 
correct any metabolic disturbances, malnu- 
trition, and avitaminosis that may be pre- 
sent. Blood volume deficits are replaced 
with much greater safety when administer- 
ed slowly in the conscious patient. 


Choice of Agent and Method 


In choosing the agents or techniques to 
be employed, one should strive for (1) safe 
anesthesia, and (2) optimal operating con- 
ditions for the surgeon, in that order®. The 
armamentarium of agents and techniques 
available for the geriatric patient actually 
is no more limited than that for other age 
groups, but the proper choice is much more 
important in view of his reduced reserve 
and loss of resiliency. Knight'™ has adroitly 
stated the situation as follows: 

---any anesthetic or method, or combination 
of anesthetics and methods, that is service- 
able and good at all is serviceable and good 
for old people. The main difference is that 
these patients are tender, are quieted easily 
and overdosed readily. What they require 
particularly is conservatism with a little 
daring mixed in, but with unceasing vigil- 
ance and nicety and exactness of adminis- 
tration and control. 


How is the “proper choice’? made? It is 
arrived at after a thorough and searching 
individualized assessment of the patient?. It 
is a kindness to the older patient to defer 
anesthesia and operation until he has been 
thoroughly evaluated and adequately pre- 
pared. Even under these circumstances it 
is a fallacy for the anesthetist to assume 
that the patient has been converted into a 
“normal risk” by means of the best pre- 
operative management. 

The first goal, safe anesthesia, is that 
which produces the least metabolic disturb- 
ance®. Regional anesthesia, when skillfully 
administered and carefully managed, inter- 
feres less with metabolic functions than 
does general anesthesia, and should be con- 
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sidered as the technique of choice when the 
extent and site of the operation permits. For 
a number of reasons the use of regional 
anesthesia has declined during the past two 
decades. Some of the reasons are valid— 
such as the improvement in general anes- 
thetic agents and techniques, the better un- 
derstanding of the physiologic effects, and 
in particular, the advent and proper use of 
muscle relaxants. 

Other reasons for opposing a regional ap- 
proach bear further discussion. Bonica'! has 
listed these objections as follows: (1) Pa- 
tients do not like the method; (2) it is time- 
consuming; (3) there are too many failures; 
(4) serious complications can occur; (5) the 
medicolegal risk is greater; and (6) most 
surgeons dislike the method. 

Aversion to regional anesthesia is uncom- 
mon in the geriatric patient, who has been 
found to be much more compliant than the 
young, robust person. The use of reason and 
reassurance during an unhurried preanes- 
thesia visit, and good results with the man- 
agement, dispel any dislike of the procedure 
even in the younger patient. 

Most regional techniques take little or no 
longer than does a properly administered 
general anesthetic, and even if they did, it 
is not morally right to compromise a pa- 
tient’s welfare for expediency. Failures, or 
faulty administration, occur with general as 
well as with regional methods. The regular 
use of regional techniques and lack of hesi- 
tancy in repeating or adding to the block 
precludes any significant number of fail- 
ures. With a cooperative surgeon, supple- 
mentation by local injections is another log- 
ical approach. For the block that begins to 
“wear off,’ supplementation is easily ob- 
tained with the judicious use of analgesics 
and hypnotics. 


In experienced hands, complications are 
no greater a problem with regional than 
with general anesthesia. In the past, law 
suits over complications following, but not 
necessarily due to, subarachnoid block have 
caused many anesthesiologists to allow 
medicolegal considerations to supersede the 
patient’s welfare. Dislike of regional anes- 
thesia by the surgeon is observed in areas 
where it is seldom utilized. Surgeons who 
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have been exposed to well conducted reg- 
ional anesthesia will frequently request it 
in preference to general. Regional anesthe- 
sia is not a panacea, but it should be em- 
ployed when there is a clear-cut indication. 
When general anesthesia is utilized, it 
must be remembered again that the mark 
of safe anesthesia is minimal disturbance of 
metabolic functions®. In the geriatric pa- 
tient this can be achieved only by employ- 
ing light planes of anesthesia and minimal 
quantities of hypnotics and analgesics; by 
avoiding hypoxic gas mixtures; and, most 
important, by assuring adequate pulmonary 
ventilation. With the advent of the muscle 
relaxants, it is now much easier to provide 
satisfactory operating conditions while still 
meeting the above prerequisites for safe 
anesthesia in the geriatric patient. 


Summary 


The geriatric patient represents an in- 
creased risk for anesthesia and surgery, 
owing to his diminished resilience, partic- 
ularly in the cardiovascular, respiratory, 
and genitourinary systems. The choice of 
anesthetic agents and methods for the older 
patient is based upon individualized pre- 
operative assessment and preparation. 


Regional anesthesia should be more wide- 
ly employed in cases where it is indicated, 
if we are to have a more complete armamen- 
tarium to circumvent metabolic disturb- 
ances. If general anesthesia is utilized it 
must be kept in light planes, with particular 
attention paid to adequate pulmonary ven- 
tilation and avoidance of hypotension. 
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Postanesthetic Care of the Geriatric Patient 


KENNETH D. HALL, M.D.* 


The geriatric patient is similar to the 
pediatric patient in many respects. His re- 
flex irritability is decreased, his tolerance 
narrowed, and his response to stress dim- 
inished. Unlike the infant, however, the 
senior citizen is subject to a bevy of aging 
processes which harden his arteries, weak- 
en his brain, and limit his pulmonary re- 
serve. As his requirement for anesthetics 
decreases, so does his resistance to insults, 
and nowhere is this process more apparent 
than in the immediate postanesthetic peri- 
od. It behooves all attending personnel, 
therefore, to give the elderly patient the 
meticulous care he needs and deserves. 
The postanesthetic care of the geriatric 
patient, as with all patients, begins with the 
preanesthetic evaluation. Much _ postanes- 
thetic morbidity and mortality can be avoid- 
ed by careful preanesthetic and peranesthe- 
tic management. A brief outline of the 
postanesthetic care by review of systems, 
with emphasis on the cardiovascular and 
respiratory systems, will be presented here. 


Cardiovascular System 


The function of the cardiovascular system 
is to maintain an effective circulating blood 
volume with its concomitant transport of 
nutrients and oxygen to the cells, and car- 
bon dioxide and other waste products away 
from the cells. When it fails to do this, a 
syndrome called “shock” ensues. The sys- 
tem has three main components: the blood 
volume, the heart, and the peripheral vas- 
culature. All three components are likely to 
be impaired in the geriatric patient; there- 
fore, the margin of safety is narrow, as it is 
in the pediatric patient. 


*From the Division of Anesthesia, Duke University 
Medical Center, Durham, North Carolina. 
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First, the blood volume is likely to be low 
in the geriatric patient because of inactivity, 
poor nutrition, and other factors. After sur- 
gery it is likely to be even lower, unless 
blood loss was meticulously replaced during 
the anesthetic period. Even if his blood 
volume is low, the geriatric patient probably 
is well adjusted to it, and be cannot tolerate 
sudden changes in either direction!. Rapid 
blood loss can quickly cause peripheral vas- 
cular collapse, whereas too rapid trans- 
fusion can cause circulatory overload lead- 
ing to heart failure and pulmonary edema. 
It is frightening to be caught between cir- 
culatory overload on the one hand and 
peripheral vascular collapse on the other, an 
easy trap to fall into with the geriatric 
patient. 

Second, the heart can fail in the postanes- 
thetic period for a variety reasons. 

1. Preexisting heart disease. In the older 
patient this will usually be of a degenerative 
nature, such as arteriosclerosis, rather than 
of congenital origin, such as the valvular 
defects of the younger patient. Functionally, 
cardiac impairment may manifest itself in 
two ways: as a decrease in stroke volume 
because of weakening of the myocardial 
contractility; or as a decrease in heart rate 
because of a defect in the conduction sys- 
tem, with a resultant arrhythmia which will 
essentially decrease the number of effective 
beats per minute. A decrease in either the 
stroke volume or the heart rate may cause 
a decrease in the effective circulating blood 
volume. 

2. Anesthetic agents. All general anesthe- 
tic agents depress the myocardium directly, 
roughly proportional to their concentration 
in the blood. Some of them may interfere 
with the conduction system of the heart, 
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particularly when combined with substan- 
ces such as epinephrine. These effects, 
therefore, reinforce the deleterious effects 
of any preexisting disease as described 
above. It is a mistake to think that these 
effects do not persist into the postanesthetic 
period. Considerable amounts of all agents 
used can be found in the circulating blood 
long after a patient is ‘awake’ from the 
anesthesia. 

3. Overload or underload of the blood 
volume. 

4. Hypoxia, alone or in combination with 
any of the above factors. Since chronic hyp- 
oxia can be very insidious in the geriatric 
patient, this is probably one of the greatest 
contributing factors in heart failure. 

5 Hypercarbia, particularly sudden 
shifts in the pH and potassium balance, can 
precipitate severe arrhythmias. 

6. Other factors such as cold and electro- 
lyte imbalances—for example, rapid trans- 
fusion of citrated blood causing sudden 
changes in the calcium-potassium ratio. 

Third, some peripheral resistance is neces- 
sary to maintain an effective circulating 
blood volume, particularly to compensate 
for positional changes (gravity forces) and 
to shunt blood from one organ system to 
another. The geriatric patient usually has 
some degree of sclerosis and loss of tone in 
the peripheral vessels, which makes it dif- 
ficult for him to adjust to these changes 
rapidly. If he is moved about suddenly dur- 
ing the immediate postanesthetic period, 
severe drops in blood pressure are likely. 
All the factors that adversely effect the 
myocardium may also impair the peripheral 
circulatory bed, such as hypoxia, electrolyte 
imbalance, cold, and anesthetic agents. The 
control of peripheral resistance is maintain- 
ed largely on the arterial side. The venous 
circulation is important also, in that it re- 
turns blood to the heart. A stagnant venous 
circulation can cause severe difficulty in the 
geriatric patient. Much of this return de- 
pends upon muscle tone, and activity, both 
of which may be severely limited in the 
older patient. Thrombosis of the major veins 
with resultant stagnation, emboli, or both 
can be fatal sequelae in the postanesthetic 
period. 


SYMPOSIUM ON ANESTHESIA IN GERIATRIC PATIENTS 


Management 

How can one deal with these cardiovas- 
cular problems in the geriatric patient? 
First, the blood volume must be carefully 
evaluated in the postanesthetic period and 
any deficiencies or excesses corrected. In 
this regard it must also be remembered that 
some patients will continue to bleed in the 
postanesthetic period. All drainage contain- 
ing blood from chest suctions, dressings, and 
other sources should be measured and the 
estimated loss replaced. Suspect a low blood 
volume in any patient who does not wake 
quickly from anesthesia or whose vital signs 
are unstable. 

Because of the depressant effect of per- 
sisting anesthetics, one must not transfuse 
too rapidly and overload the circulation be- 
fore the heart and kidneys can handle the 
extra volume. A simple and effective tool 
to help one steer between the Scylla of over- 
load and the Charybdis of collapse is to 
monitor the venous pressure as the patient 
is being transfused. Careful titration of ar- 
terial and venous pressures, during trans- 
fusion will rarely lead to overload. 

Second, once the blood volume is stabiliz- 
ed as well as possible, any causes of primary 
heart failure must be corrected. Good venti- 
lation and oxygenation are essential to the 
geriatric patient. Electrolytes must be bal- 
anced. All anesthetics must be removed as 
quickly as possible. The “stir-up routine’’— 
to be discussed later—will help speed up the 
elimination of the inhalant agents. 

After these matters have been attended 
to, digitalization must be considered. Many 
elderly patients will already be digitalized. 
Since most anesthetic agents potentiate the 
effects of digitalis, underigitalization is 
rarely a problem in the immediate postanes- 
thetic period. If such signs as tachycardia 
and increased venous pressure suggest 
failure, the dosage may have to be increas- 
ed. One should be very cautious while an- 
esthetics persist in the patient’s circula- 
tion, however, and underdosage is probably 
safer than overdosage during the immediate 
postanesthetic period. The same holds true 
for the nondigitalized patient in whom dig- 
italization is being considered. 

Cardiac stimulants should be used with 
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great caution, but if a heart is failing and 
all other measures have been tried, such 
drugs as calcium and isoproterenol (Isup- 
rel) are occasionally useful. Calcium is of 
particular value when multiple transfusions 
have been given and the possibility of a 
lowered calcium-potassium ratio exists. 
Isuprel, of course, is most useful in patients 
with an atrioventricular block, but some- 
times will also improve myocardial tone, 
per se. Atropine-like drugs are useful for 
severe bradycardia, although many geriatric 
patients have a “fixed vagal tone” and show 
little response to the anticholinergics. 
Third, because of the poor control that 
geriatric patients have over their peripheral 
resistance, they must be moved very gent- 
ly. Legs should be lifted slowly out of litho- 
tomy stirrups, other positional changes 
made carefully, and the transition from 
stretcher to bed made smoothly. Sometimes 
a small dose of a mild vasopressor such as 
methoxymine (Vasoxyl) or metamphe- 


tamine (Methedrine) is helpful in maintain- 
ing normal peripheral resistance during this 


transitional stage. Vasopressors’ should 
never be used to reverse hypotension due to 
deep anesthesia, hypoxia, or low blood 
volume except in one circumstance. If life 
is believed to depend on maintaining a high 
arterial pressure in order to perfuse the 
coronary or cerebral arteries, and if all other 
measures fail, it may be necessary to try 
vasopressors. If this is done, however, the 
primary defect should be corrected and the 
vasopressor withdrawn as soon as possible. 
With sympathetic blockade, such as in 
spinal anesthesia, mild vasopressors are in- 
dicated to maintain peripheral resistance 
until the blockade ends. 

Venous stagnation can best be prevented 
by frequent active and passive exercise. The 
best position for the postanesthetic geria- 
tric patient is a changing one. Intravenous 
drips should be discontinued as soon as 
possible. If prolonged fluid therapy is neces- 
sary, the intravenous needle should be ro- 
tated to different veins. 


Metabolic System 


While it is not the purpose of this discus- 
sion to detail the many metabolic disorders 
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that the geriatric patient is susceptible to, 
it should be noted that they are many and 
that the immediate postoperative period is 
one of the most crucial in this regard. These 
patients should be carefully regulated. Even 
though they may have been in reasonable 
metabolic control before, the stress of an- 
esthesia and surgery will often seriously dis- 
rupt this balance. 

Diabetic patients may increase their de- 
mand for insulin threefold or more, or they 
may suddenly become hypoglycemic. A 
relatively fast intravenous glucose drip 
should be maintained in the postanesthetic 
period until they are able to retain oral 
fluids. The urine should be examined for 
sugar and acetone as soon as possible. If 
the patient has not voided in two hours, 
he should either be catheterized or have a 
blood sugar determination, particularly if 
he has not regained a good level of con- 
sciousness. It is far better for him to be 
spilling some sugar, as long as the acidosis 
is controlled, than to become hypoglycemic. 
Only regular insulin should be used. 

Patients with severe liver disease must be 
closely watched. The blood sugar level 
should be well maintained, and they should, 
of course, be kept well oxygenated. ‘“Cock- 
tails” containing massive doses of thiamine, 
some insulin, and glucose may be helpful. If 
the patient is a severe alcoholic and shows 
a tendency to have delirium tremens, he 
should be given alcohol immediately—or- 
ally, if tolerated; intravenously, if not—in 
about a 5 per solution. 

The fluid balance of patients with severe 
renal impairment must be carefully con- 
trolled. Urinary output must be watched via 
an indwelling urethral catheter, and fluids 
should be limited until output is satisfactory. 
Lost protein must be replaced. Hypotension 
should be avoided. Vasopressors must be 
used with extreme caution, however, as they 
may actually decrease blood flow. 

One factor that must be considered in all 
geriatric patients, particularly those with 
metabolic diseases, is hypoadrenalism. This 
condition may be precipitated by the stress 
of anesthesia and operation in an elderly 
patient, but is more common in (1) those 
who have previously taken steroid prepara- 
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tions and who were not given booster doses 
before anesthesia; (2) those with diseases, 
such as tuberculosis, which may have de- 
stroyed functioning adrenal tissue; (3) those 
who have been under stress, as from a long 
illness; and (4) those in severe states of 
malnutrition. 

If circulatory collapse occurs after an- 
esthesia in any geriatric patient, and if all 
other avenues have been explored, a course 
of steroids is well worth trying. Cortisone 
hemisuccinate, given intravenously, will 
produce the most rapid response (15 to 20 
minutes), but will not maintain a blood 
level unless it is also added to a continuous 
drip. Since it is almost impossible to give 
overdoses of these preparations, or give 
them too rapidly, massive doses should be 
tried in an acute situation. At least 200 mg. 
given intravenously in a single shot to start 
with, and 200-400 mg. in the drip should be 
tried. After a satisfactory response has been 
attained, the patient may be given 100 mg. 
of cortisone acetate twice daily, after which 
the drug may be tapered off over at least 
a three-day period. 


Respiratory System 


Three major pulmonary problems beset 
the geriatric patient in the postanesthetic 
period: pulmonary circulatory impairment, 
excessive secretions, and deficient aeration 
of the alveoli. Circulatory impairment has 
been discussed in relation to the cardiovas- 
cular system. 

Both excessive secretions and deficient 
alveolar aeration may be caused by a variety 
of factors, and both are of considerable im- 
portance in any elderly patient. Those un- 
dergoing lung surgery, however, present an 
especially serious problem with regard to 
these two conditions. 

Secretions may be increased by (1) pre- 
existing pulmonary disease, such as tuber- 
culosis, fungus infection, bacterial pneu- 
monia, or bronchial asthma; (2) accumula- 
tion from lack of gross body and pulmonary 
movement, coupled with a markedly de- 
creased cough reflex, so common in elderly 
people*; (3) certain drugs, particularly some 
of the general anesthetic agents such as 
ether; (4) surgical intervention, which may 
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not only stimulate the production of secre- 
tions in general, but by manipulation, cause 
secretions or even pus to move from diseased 
to healthy areas of the lung. It may also in- 
troduce another troublesome substance into 
the tracheobronchial tree—namely, blood. 

Inadequate aeration of the alveoli may 
also result from many factors: 

1. Impairment of the control of respiration 
due to damage to the central nervous sys- 
tem. Degenerative diseases such as arterio- 
sclerosis of cerebral vessels or the so-called 
“small strokes” that are common in older 
persons can affect the respiratory centers as 
well as other parts of the brain. 

2. Mechanical changes in the lung-thorax 
system. The older one gets, the less com- 
pliant he becomes. Fibrous tissue replaces 
muscle, and ultimately the “fixed chest’ is 
seen. The patient in this condition relies al- 
most entirely upon his diaphragm for res- 
piratory movements. 

3. Preexisting disease can reduce alveolar 
ventilation by collapse and blockage of air 
passages, and coupled with increased secre- 
tions can cause a vicious cycle. 

4. Inactivity again will decrease ventila- 
tion generally or may cause focal atelectasis. 

5. Depressant drugs, including the anes- 
thetics just administered, premedicaments 
still acting, and postanesthetic analgesics 
injudiciously given. 

6. Surgical intervention of the pulmonary 
system. Even the most discrete resection of 
the lung may remove considerable good 
tissue along with the bad. For this reason, 
if extensive resection, particularly a pneu- 
monectomy, is anticipated, extremely care- 
ful preoperative evaluation of pulmonary 
function including pulmonary function tests 
is mandatory*. This will help to assess the 
amount of good functioning lung that may 
be expected to remain after surgery. 


Management 


How does one cope with execessive secre- 
tions and improper aeration in the postanes- 
thetic geriatric patient? First, a good airway 
is an obvious prerequisite in the handling 
of both problems. It must be obtained, and 
maintained, by whatever means at hand: 
positioning, holding the jaw, oro- and naso- 
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pharyngeal airways, endotracheal intuba- 
tion, or tracheotomy. Second, every post- 
anesthestic patient must frequently be turn- 
ed and helped to cough and breathe deep- 
ly’. This is still the simplest and best meth- 
od of removing secretions from the tracheo- 
bronchial tree and promoting better aera- 
tion of the lungs. It should not be a routine 
order to be written and forgotten, but a 
vital responsibility that the anesthesiologist 
must personally see carried out. If the post- 
anesthetic nursing care is not adequate (and 
so frequently it is not), it behooves the an- 
esthesiologist to administer this care to his 
patient personally, and to instruct his nurs- 
ing personnel continually in order to im- 
prove their technique. In the geriatric pa- 
tient, this “stir-up” routine may be neces- 
sary every 15 minutes or oftener. 

Third, if these measures are inadequate, 
they must be supplemented with pharyn- 
geal suction to remove secretions and stim- 
ulate the cough reflex, endotracheal suction, 
and tracheotomy, in that order. 

Fourth, all postanesthetic geriatric pa- 
tients should receive some supplementary 
oxygen, usually by way of a nasal catheter 
at about 5-7 liters per minute. Although 
the oxygen content may be increased by 
only a small percentage, this small boost 
may be very important in supplementing 
other therapy aimed at maintaining good ar- 
terial oxygen saturation. It must be remem- 
bered, of course, that the administration of 
oxygen will not alter the arterial pCO.. If 
this value is high, other therapy such as 
assisted ventilation must be used. Some will 
mistakenly criticize the use of oxygen 
therapy on the basis that it will depress the 
hypoxic respiratory drive. In an acute sit- 
uation, such as in the postanesthetic period, 
however, no patient should be allowed to 
depend upon his hypoxic-carotid body drive. 
If he is that refractory to the normal res- 
piratory drives (principally carbon di- 
oxide), he needs other vigorous treatment. 


It is so easy to emphasize good ventilation 
during anesthesia and then forget about it 
during the period following, under the mis- 
taken assumption that all the anesthetic has 
“worn off.” This is a very critical time for 
the elderly patient, a point that leads to the 
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fifth major factor in the postanesthetic care 
of the geriatric patient—namely, ventila- 
tion. 

If the patient’s ventilation is not adequate 
as assessed by clinical signs and symptoms, 
or better yet by arterial pO. and pCO, de- 
terminations, two things may be done. If 
the impairment is only slight, reduction of 
the respiratory dead space by a well per- 
formed tracheotomy may of itself relieve 
the acute problem. If it does not, assisted or 
controlled ventilation by “hand-bagging” or 
a mechanical respirator is mandatory. Res- 
pirators should be used only by those com- 
petent to operate them, however, and if 
there is any doubt, hand-bagging is safer. 
Even if mechanical ventilation is planned, 
it is best to stabilize the patient for a few 
minutes with hand-bagging. This will force 
the anesthesiologist to pay close attention to 
the patient and give him the opportunity 
to adjust the respirator for the most ef- 
ficient ventilation of that particular patient. 


Tracheotomy 

The value of a tracheotomy in the post- 
anesthetic geriatric patient, particularly in 
the one undergoing pulmonary surgery, 
cannot be overemphasized. There are fre- 
quent objections to performing a_ tracheo- 
tomy unless it is “absolutely necessary.” 
These objections usually revolve around 
the possibility of cosmetic deformity or 
tracheal stenosis. In the pediatric patient 
they may be justified, although I do not 
think so. Stenosis is rare in older people, 
however, and most of them are more con- 
cerned for their comfort and safety than 
their appearance. Complications occassion- 
ally attend tracheotomies, but they are sur- 
prisingly few, and the value of the proce- 
dure-usually so outweighs the risks that 
the arguments against it are weak. 

Tracheotomy provides four major ad- 

vantages in the postanesthetic care of the 
older patient: 

1. It provides a good airway. 

2. It provides an easy access through 
which even relatively inexperienced 
personnel may remove tracheobronchi- 
,al secretions. 

3. It materially reduces the respiratory 
dead space. 
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4. It provides a controllable access for as- 
sisted or controlled respirations. In 
this event, some type of cuffed tube 
may be necessary. 


Other precautions 


A few other factors may be mentioned in 
passing. Obviously, good chest suction must 
be provided in any operation that encroa- 
ches on the pleural space. The object is to 
remove air, blood, and other secretions from 
the pleural space and to keep the lung ex- 
panded. Multiple tubes may be necessary 
to achieve this purpose. The value of the 
procedure must be remembered in opera- 
tions less obvious than thoracotomy—for 
example, explorations of the kidney, medi- 
astinal operations, or low neck procedures. 
Any patient in the lateral position during 
operation must be turned in the immediate 
postanesthetic period in order to promote 
drainage from the “good” lung and also to 
promote expansion of this lung, which may 
have become atelectatic during long periods 
of positional pressure. After a pneumonec- 
tomy either chest suction catheters should 
be used, or, in the event of a closed chest 
postoperatively, the intrapleural pressures 
should be checked frequently with the pa- 
tient in the supine position and a negative 
pressure left on the side from which the 
lung was removed. This keeps the remain- 
ing lung expanded and prevents mediastin- 
al shift. Alevolar-capillary block can present 
a severe problem, particularly in the post- 
anesthetic period, but little can be done 
about it, per se, except to prevent further 
damage to the alveolar membrane by avoid- 
ing hypoxia, secretions, and alveolar col- 
lapse. 

Finally, the postanethetic geriatric pa- 
tient must be handled with “tender loving 
care.” He is very likely to acquire pressure 
sores, sheet burns, and bruises. This can be 
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especially trying in the semi-delirious pa- 
tient who is thrashing about. He must be 
restrained firmly but gently, and kept well 
padded. At the same time, frequent changes 
in position are mandatory. An order to turn 
an elderly patient should be considered as 
important as an order for an antibiotic or 
an anticoagulant. Ice bags and hot water 
bottles should be used only when absolutely 
necessary, and then should be checked for 
temperature and frequently rotated to dif- 
ferent places on the patient’s skin. Good 
mouth care and general cleanliness is im- 
portant in these senior citizens, who are 
frequently unable to care for themselves. 

One final word: Frequently the postanes- 
thetic geriatric patient will be disoriented 
and confused, primarily because of cerebral 
hypoxia on either a respiratory or circula- 
tory basis. This condition should be treated 
by improving the airway (with tracheto- 
tomy if necessary), administering oxygen, 
and providing good circulation to the brain. 
It should not be treated with sedatives of 
any kind. 

Conclusion 

With good postanesthetic care the geria- 
tric patient will recover quickly and con- 
tinue to lead a useful life. If these factors 
are kept in mind, age alone need never be a 
contraindication to major anesthesia and 
surgery. 
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New Concepts in the Management of Facial Trauma 
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NICHOLAS GEORGIADE, M.D. 


Soft tissue injuries of the face are seen 
with increasing frequency in the physician’s 
daily practice. The ever growing number of 
automobiles, greater industrialization, and 
the many farm and home accidents present 
an abundance of possibilities. 

If the principal problem facing the phy- 
sician is the facial trauma, careful recon- 
struction of the injured tissues is necessary 
in order to hold permanent scarring to a 
minimum. The requisites for an acceptable 
cosmetic result are careful handling of the 
tissues, care in removing all foreign bodies 
possible, and finally closure of the lacera- 
tions without tension, utilizing fine suture 
material. The most able physician is handi- 
capped in handling these injuries if the finer 
instruments, needles, and newer synthetic 
suture materials are not available in the 
emergency and operating rooms of his hos- 
pital. 

General Principles 

1. Timing. Facial lacerations should be 
closed, if the patient’s general physical 
status permits, within the first 24 hours. 
Because of the excellent blood supply of the 
facial tissues, coupled with the effectiveness 
of broad spectrum antibiotics, this is now 
considered to be the safe period. The usual 
early use of tetanus toxoid or tetanus anti- 
toxin following skin testing is still import- 
ant. After this precaution the lacerations 
can often be closed using a local anesthetic 
agent such as a 1-2 per cent solution of 
Xylocaine, with or without epinephrine in 
a concentration of 1:100,000. 

2. Wound preparation. Before any move 
to explore the wound or apply a local block- 
ing agent, the traumatized area and adaja- 
cent portion of the face are cleaned. The 
wound is first carefully probed with swabs 
saturated with hydrogen peroxide, allowing 
this to froth and bring up any loose particles 
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and other debris. The surrounding tissues 
are cleaned with pHisoHex or aqueous 
Zephiran (1:1,000) with copious amounts 
of isotonic saline solutions. 

3. Hemostasis. Prior to any attempts at 
closing the wounds, it is essential to control 
any bleeding or oozing. Failure to do this or 
to clamp the bleeding vessels and tie them 
with a 4-0 plain catgut suture will result in 
the formation of hematomas which un- 
doubtedly will become infected and delay 
healing, with resultant scarring. 

4. Wound exploration. The early explor- 
ation of the traumatized tissues should be 
practiced in every situation. Lacerations of 
Stenson’s duct, if present, should be repair- 
ed immediately in the following manner. An 
18-gauge polyethylene tube should be in- 
serted the length of the duct through the 
oral orifice and across the line of severence. 
The laceration of the duct is then repaired 
with interrupted 6-0 sutures. The tube, 
which is inserted via the mouth and across 
the lacerated area, is sutured in position for 
four weeks. 

Severed branches of the facial nerve are 
reapproximated with 6-0 or 7-0 silk on an 
atraumatic needle. Use of a nerve stimulator 
makes it easier to locate the severed distal 
branches of the nerve so that they can be 
reunited accurately. 


Lacerations of the nasolacrimal duct are 
repaired in the same manner as those of 
Stenson’s duct, being careful, however, to 
use a smaller tube, usually 20 gauge, which 
extends through the lacrimal sac and can- 
aliculus as well as into the nose. The tube 
is kept in position for three to four weeks. 
Usually a 4-0 chromic catgut suture is used 
to prevent movement. Care is taken to pre- 
vent irritation of the cornea by the tubing. 

5. Traumatic tattooing and abrasions. Al- 
though facial abrasions usually heal satis- 
factorily if the dermis is largely intact, spec- 
ial attention must be given to removing any 
foreign particles such as road cinders, 
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Fig. 1. A and B. Views of facial injuries four hours after automobile accident. C. Lacerations closed 


in layers utilizing fine synthetic suture material to approximate skin edges. D. Photograph showing 
results two months after repair. 
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Fig. 2. A. Through-and-through laceration 
repair, 
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Fig. 3. A. Almost completely severed right ear as seen six hours following accident. B. Repair and 
immediate reconstruction of ear utilizing multiple small synthetic sutures. C. View of ear three months 
after repair. 


grease, or gunpowder (in the event of a 
blast injury). The area should be cleaned 
carefully, using a brush as well as needles 
if necessary to remove the embedded par- 
ticles. Otherwise, after healing has occurred 
they will be visible through the overlying 
skin and quite disfiguring. 

6. Irregular lacerations and avwulsions. 


Multiple small, irregular lacerations should 
be converted to a more regular, easily re- 
paired, and cosmetically acceptable scar by 
careful excision along the borders. Small 
areas of avulsion can usually be repaired by 
primary closure with undermining of the 
adhacent tissues. Large areas with result- 
ant flaps of tissue must be carefully evalu- 
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Fig. 4. A. Appearance of avulsing injury two hours after accident. B. A running subcuticular suture 
of stainless steel (1) is used to minimize tension on skin edges; inverted 4-0 plain catgut sutures (2) 
are used in the deeper layers. C. A dermabrader is used to level the skin edges. D. View of lacera- 


tion six days following repair, with wires still in place. 
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AN 
A. Extensive undermining 


of lacerations involving en- 
tire mid-forehead area. 


ated for viability before excising. Many 
questionable areas can be saved if the flaps 
are carefully debrided and returned to their 
original position. Exposed bone should be 
covered by adjacent soft tissue. Knowledge 
of the normal crease lines of the face is 
most useful in debriding and closing mul- 
tiple lacerations (fig. 1). 

7. Closure. The lacerated tissues are clos- 
ed in layers and held in position with 4-0 
plain catgut. The 5-0 plain catgut sutures 
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Figure 5 
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B. Subcuticular wir- 
ing (as shown in 4B) 
and dermabrasion are 
performed at time of 
closure. Appear- 
ance two months af- 
ter operation. 


may be used for the more superficial layers, 
the knot being inverted into the wound. 
A small rubber band or dam drain is usually 
inserted at the time of closure and gradually 
withdrawn over a period of two to three 
days. An untied suture placed in this site 
is used to approximate these tissues when 
the drain is removed, in order to minimize 
scarring. 

The wound edges are approximated by 
one of two methods. Interrupted 6-0 nylon 
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Fig. 6. A. Compound comminuted fractures of the facial bones with extensive avulsing soft tissue 
damage. B. Photograph taken six months after initial reconstruction. Further revision will be under- 


taken as maturity of soft tissues warrants. 


sutures or the newer polyethylene or Da- 
cron sutures can be used, beginning on the 
fourth postoperative day (fig. 2); or a 35 
gauge stainless steel wire can be used in- 
tradermally (subcuticular). This eliminates 
any small suture lines on the skin and can 
be kept in position for seven to ten days 
before removal. I prefer this procedure 
whenever possible. In wounds over 1% in- 
ches in length, the wire suture should be 
terminated through the skin and started 
again in order to facilitate its removal. Any 
slight irregularities of the skin edges can 
be dermabraded, or small fine sutures of 6-0 
nylon can be used for approximation. These 
sutures are removed on the second or third 
day (figs. 4 and 5). 

The more complicated wounds, with as- 
sociated compound comminuted fractures 
of the facial bones, are managed in the same 
manner, except that the underlying facial 
bone fragments must be approximated to 


their normal anatomic relationship and im- 
mobilized before closure of the overlying 
soft tissue defects (fig. 6). 

8. Dressings. The management of the 
traumatized area following satisfactory 
closure contributes considerably to an even- 
tually successful result. The first postopera- 
tive dressings, if the areas are extensive 
and drains are inserted, should consist of a 
bulky dressing with occlusive qualities sup- 
porting the tissues in the desired position. 
This will maintain the tissues in close ap- 
proximation and also serve to minimize the 
tension on the suture line. One of the newer 
microbial agents, Triburon, is applied on 
gauze along the suture line and drain sites. 
This colorless material minimizes the pos- 
sibility of contamination and also allows the 
dressing to be changed without the neces- 
sity of detaching the sutures. 

After removal of the drains a lighter but 
still quite effective supportive dressing can 


| 
| 


of burn. 


be substituted. This consists of collodion 
applied to a portion of a roll of gauze, pre- 
viously cut to fit over the area, after a nar- 
row strip of impregnated gauze has been 
placed over this suture line and covered by 
a strip of dry, cotton-filled gauze. This dres- 
sing should be maintained over the repaired 
area, even though the sutures have been re- 
moved, for an additional two weeks in order 
to minimize the postoperative tension on 
the scarred area. (The patient can also be 
supplied with scotch tape to cover the area.) 

9. Dermabrasion. Never techniques in- 
volving the use of abrasive wires and wheels 
have been used to advantage in equalizing 
any small irreqularities on either side of the 
incised wound at the time of closure. A 
light abrasive will often help to minimize 
scarring, and can also be used to abrade 
older scars that are being revised. The use 
of abrasive wheels is particularly successful 
when the subcuticular wire is used, and 
does not interfere with removal of the wire 
on the seventh or tenth day (figs. 4 and 5). 


*Povidone-iodine, Tailby-Nason Company, Delaware. 
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lowing spraying of povidone-iodine solution for 10 days. 
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C. Photograph showing complete healing 


10. Facial burns. The burned areas 
should be cleared early of all loose and de- 
vitalized tissue. Afterward the burn is treat- 
ed by means of the exposure method. We 
prefer to spray the area with a potent bac- 
terio static agent, Betadine* spray, a povi- 
cone-iodine water-soluble solution which 
allows a sterile film to form over the burned 
areas. Second degree burns will heal with- 
out difficulty under this treatment, minimiz- 
ing the possibility of third degree loss be- 
cause of infection. The spray is usually ap- 
plied two or three times a day to the entire 
face, the eyes being protected during the 
procedure. In about 10 days the crust be- 
gins to peel off, revealing a pink, nicely 
healed underlying surface (fig.7). 


Summary 


The fundamental principles of managing 
facial wounds should be followed closely. 
The more meticulous the technique—includ- 
ing the use of fine instruments and suture 
material, with closure of wounds without 
tension—the more gratifying the eventual 
result. 
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‘© anticipate the harvest you must 
consider the seed from which the 
plant is grown. 


It is human nature to ask: “What’s 


behind it?”The fact that our nation’s 
doctors stand behind Blue Shield, 
through their local medical socie- 
ties,is certainly an important reason 
or its widespread acceptance. One 
doctor summed it up this way:“The 
public will have faith in Blue Shield 
so long, and only so long, as we the 
doctors have faith in it and continue 


gto endorse it.” BLUE SHIELD . 
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Concerning Your Health and Your Income 


THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 
SPECIAL GROUP ACCIDENT AND HEALTH PLAN 
IN EFFECT SINCE 1940 


This is our 21st year of service to the Society. It is our aim to continue to lead the field in provid- 
ing Society members with disability protection and claim services as modern as tomorrow. 


SPECIAL FEATURES ARE: 


1. Up to a possible 7 years for each sickness (no confinement required). 
2. Pays up to Lifetime for accident. 
3. New Maximum limit of $650.00 per month income while disabled. 


All new applicants, and those now insured, who are under 55, and in good health, are eligible to 
apply for the new and extensive protection against sickness and accident. 


BENEFITS AND RATES AVAILABLE UNDER NEW PLAN 


a COST UNTIL AGE 35 COST FOR AGES 35 TO 70 

Accidental Death Loss of Sight, Speech Accident and Annual Semi-Annual Annual = Semi-Annual 
Coverage or Hearing Sickness Benefits Premium Premium Premium Premium 
5,000 5,000 to 10,000 50.00 Weekly $ 78.00 $ 39.50 $104.00 $ 52.50 
5,000 7,500 to 15,000 75.00 Weekly 114.00 57.50 152.00 76.50 
5,000 10,000 to 20,000 100.00 Weekly 150.00 75.50 200.00 100.50 
5,000 12,500 to 25,000 125.00 Weekly 186.00 93.50 248.00 124.50 
5,000 15,000 to 30,000 150.00 Weekly 222.00 111.50 296.00 148.50 


*Amount payable depends upon the nature of the loss as set forth in the policy. 


OPTIONAL HOSPITAL COVERAGE: Members under age 60 in good health may apply for $20.00 
daily hospital benefit—Premium $20.00 semi-annually or $40.00 annually. 


Write, or call us collect (Durham 682-5497) for assistance 
or information 


ALL CLAIMS ARE PAID IMMEDIATELY FROM OUR OFFICE. 


Administered by 
J. L. CRUMPTON, State Mgr. 
Professional Group Disability Division 
Box 147, Durham, N. C. 
J. Slade Crumpton, Field Representative 
UNDERWRITTEN BY THE COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 


Originator and pioneer in professional group disability plans. 
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The subject of this paper is a broad one, 
and entails a great deal of thought and plan- 
ning and unlimited cooperation between all 
medical groups, not only in this nation but 
throughout the world. Since we believe that 
this nation leads the world in medical care, 
however, I will confine my remarks to these 
shores. 
Where It Begins 

It would appear that health begins with 
birth, yet it actually precedes birth. Various 
research teams have learned that a well 
balanced diet and healthy surroundings are 
essential for a healthy population. In the 
Indian era it was impractical, and quite im- 
possible, for a tribe to halt and wait for a 
squaw to recuperate from the birth of her 
child; so the squaw would have to have her 
papoose and catch up with the march. Med- 
ical historians apparently forgot this fact. 
A number of us can well remember when 
mothers were kept in bed for a week or 
more post partum. Now ambulation is or- 
dered almost at once. What a mistake was 
made! One wonders at the morbidity that 
might have been prevented. It is useless, 
however, to dwell on this subject, so let us 
pass on to the art of delivery. 

What has happened to this facet of health 
unlimited? Volumes have, and will be, writ- 
ten about it, but in simple terms, health 
teams of nurses, doctors, and even mid- 
wives have greatly reduced natal mortality. 

Now suppose we have a healthy mother 
and child: What happens then? The pedia- 
trician moves in and prescribes the correct 
diet, gives vaccines, and so forth, and we are 
off to a good start. It was in the year 1912 
that this state had its first full-time pedia- 
trician. This, then, is the beginning of a 
life that now has an expectancy of more 
than 69 years, as against 49 years at the 
turn of the century. 


Read before the North Carolina Committee on Patient 
Care, April 21, 1961. 


Health Unlimited 


Where It Begins... Where It Ends... Whose Problem and Responsibility To Keep It Going 


Evias S. Fatson, M.D. 
CHARLOTTE 


These to me are truly amazing figures, 
and one is moved to reflect as to how and 
why so great a change came about. Our 
forefathers are to be commended for doing 
a good job, but they did not intend for us 
to become complacent. Today we owe it to 
our progeny, as they did to theirs, to con- 
tinue to expand life expectancy. How is this 
to be done, and how is it to continue? In 
my opinion, there is only one answer: strict 
cooperation between all member groups of 
the health team; some government aid— 
yes, but by all means not government con- 
trol. 

The health team in this country now in- 
cludes about two million persons. This 
means that 1 out of every 88 people devotes 
his entire time to the health of this nation. 
I do not have figures for other countries, 
but I would venture a guess that ours lead 
them all; and I would remind you that this 
progress has taken place under a system of 
free enterprise. 

The Nursing Profession 

As we consider the membership of the 
different groups that make up the health 
team, let us begin with nursing, for we as 
doctors realize that the health of this nation 
could not prosper were it not for the nurses. 
In this connection I would like to quote 
from the talk by Dr. J. J. L. Blasingame at 
our meeting in Chicago in February. 

“The relationships between physicians 
and nurses locally, particularly in the hos- 
pital and at the community level, are gener- 
ally good. At the state level, medical-nurs- 
ing profession relationships are better in 
some areas than in others. At the national 
level, the relationship between the two 
health professions has not been satisfactory 
for a variety of reasons. 

“Periodically, resolutions have appeared 
in our House of Delegates indicating a varie- 
ty of problems in the nursing services to 
patients. These resolutions more often than 
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not have arisen as a result of local tensions. 
The authors often appear to lack an over- 
all recognition of the problems involved and 
ask the A.M.A. to do this or that to try to 
solve the alleged problem. 

“Dr. Nafe reported on the history and 
activities of this Committee for Liaison with 
National Nursing Organization for the 
Board of Trustees to the House of Delegates 
in Miami, and in brief the House approved 
three recommendations: (1) Use of A.M.A. 
publications to inform the profession of the 
facts of the nursing situation; (2) Continu- 
ed activity in nursing education and recruit- 
ment programs; (3) Continued liaison at 
both policy and staff levels with national 
nursing organizations. In brief, the Refer- 
ence Committee on Miscellaneous Business 
reported that: (1) Physicians should fulfill 
their obligation of furnishing adequate nur- 
sing services by serving on nursing advisory 
committees; (2) Cooperation of each group 
in the interest of good patient care; (3) 
Continuance of liaison at all levels—state, 
county, and medical staffs of hospitals. 

“It is my personal conviction that the 
medical profession should accept the posi- 
tion that nurses have attained a profession- 
al status—in a sense separate and distinct— 
and in our work we as physicians and the 
A.M.A. as a medical organization should 
carefully assume the attitude of co-workers 
and fellow team mates. We should carefully 
avoid the appearance or posture of the 
master-servant relationship; it does not 
exist and cannot exist. 

“Further, it is my considered opinion that 
we must endorse the nurses’ aspiration to 
raise their standards. Such an attitude on 
our part will create a more cordial atmos- 
phere, and is certainly in keeping with our 
standards towards our own _ profession. 
There is room for improvement in nursing 
education, compensation, and service. If 
the standards are raised, a higher quality of 
applicant will seek this profession, which is 
becoming more and more pivotal and res- 
ponsible as a member of the health team. 

“Finally, I believe we need to recognize 
that the nursing profession has become 
somewhat stratified—from maid to aide on 
up to the highly trained nursing educator. 
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Our program of liaison, recruitment and 
study must deal, it seems to me, with all 
such various levels of nursing care. This 
liaison with the nurses can be done largely 
at the staff level. I am of the opinion that 
the American Nurses’ Association should 
be looked to, and held responsible, as the 
overall most representative national group, 
although we must recognize that it will be 
necessary at this time to have direct liaison 
with other national nursing organizations 
as well. In my judgment, this Committee 
should not concern itself with day to day 
routine details of this liaison, but should de- 
vote its time and attention to policy prob- 
lems which staff uncovers, and the Associa- 
tion will need advice and guidance. These 
problems may not only arise as a result of 
staff activity, but may come from resolu- 
tions to the House of Delegates, from Coun- 
cils and Committees of the Association, or 
from inquiries on expressed aspirations or 
policy problems from national nursing or- 
ganizations.” 


Number and distribution of nurses 


In 1958 there were 4,600,000 nurses em- 
ployed in the United States. More than half 
of the active professional nurses are engag- 
ed in hospital nursing. Private-duty nursing 
is the second largest field; office nursing, 
public health, occupational health, and 
nursing education follow in that order. 
Ninety-nine out of every hundred nurses 
are women; 55 per cent are married; 65 per 
cent are less than 45 years of age. 

In 1958, of 25,959 nurses surveyed, 0.9 
per cent held master’s degrees and 5.5 per 
cent held bachelor’s degrees. In 1957, in 
North Carolina, 543 nurses or 1 out of every 
8 were employed in public health work, and 
200 were employed full time in industry. 

In 1959 there were 8,412 professional 
nurses serving in our armed forces. 

The parent organization of the profession- 
al nurse is the American Nurses Associa- 
tion. In 1959 this organization had a dues- 
paying membership of 173,242. In North 
Carolina there were 3,667 members. 

The National League for Nursing, which 
works closely with the A.N.A., had, in 1958, 
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22.550 members. In North Carolina there 
were 418. 

The National Student Nurses Association 
is an organization of undergraduate nurses 
that in 1959 numbered 81,029 members. In 
the same year there 2,225 members of this 
organization in North Carolina. 

In 1959 there were in the United States 
79,545 licensed practical nurses. Their or- 
ganization is called the National Federation 
of Licensed Practical Nurses, and in 1959 
it had a membership of 27,016. In 1958-1959 
there were 23,116 admissions to practical 
nursing programs. 

In 1958 there were 27,594 orderlies in this 
nation. 

The International Council of Nurses, with 
members in 46 countries throughout the 
world, is a nonpolitical, self-supporting or- 
ganization dedicated to the development of 
international understanding between nurs- 
es. The purpose of this organization is to 
improve standards of nursing, nursing edu- 
cation, nursing service, and the socioeco- 
nomic status of nurses. It has what is 
known as an exchange of privilege program 
whereby it assists nurses in securing tem- 
porary employment. It arranges observa- 
tion trips in other countries and confers 
many other less important favors. In 1959 
there were 190,000 members of this coun- 
cil in the United States. In Great Britain 
there were 62,000, in Canada 168,000, and 
in Japan 31,000, etc. 

This organization is to the nursing pro- 
fession what the World Medical Association 
is to the medical profession. If you will 
pardon a personal reference, my wife and I 
greatly enjoyed attending the meeting in 
Istanbul about three years ago and the one 
in Copenhagen the following year. It was 
most pleasant to meet with members from 
so many nations, all with one motive in 
mind: to elevate and standardize medical 
service throughout the world, in a common 
effort to improve patient care, and at the 
same time to oppose as an organization in- 
terference by the state with regard to the 
patient-nurse-doctor relationship. 

Nursing schools 

Now a word about our schools: In 1958 

there were 1,126 state-approved nursing 
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schools in the United States, with an aver- 
age of 181 students each. Six hundred nine- 
ty-five had private support, 268 had public 
support, and 199 received support from both 
sources. In 1958 North Carolina had 36 ap- 
proved schools of nursing. 

In 1959 there were 607 practical nursing 
programs approved by the officially desig- 
nated licensing authority. In North Caro- 
lina, in 1958, there were 12 such programs 
approved. 

In 1957-1958 there were 17.2 graduates of 
basic professional programs and 7.1 grad- 
uates in practical nursing for every 100,000 
population. 


Other Medical Statistics 


In 1958 there were 226,830 physicians in 
active practice and an additional 14,000 
osteopaths in the United States. With a 
population of 176,912,000, this makes 136 
physicians for every 100,000 people. 

In 1958 there were 91,000 dentists, or 52 
for every 100,000 population. 

In North Carolina, in May, 1959, there 
were 3,991 doctors. In the same year there 
were 1,316 dentists. 

Now a closing word about hospitals: 

In 1958 there were 6,786 hospitals in the 
nation. In the same year there were 23,697,- 
117 admissions. This would roughly average 
1 to every 7 persons—multiple admissions, 
however, would alter this figure. 

In this state, in the same year, there were 
174 hospitals with 631,493 admissions from 
a population of about 4.5 million. This 
means that 1 out of every 7 people entered 
the hospitals in this state, leading to the 
deduction that North Carolinians are no 
healthier than the people of the nation as a 
whole. 

It is interesting to note that in 1940, 27 
per cent of the students who entered nurs- 
ing schools withdrew before graduation. In 
1958 this figure had risen to 33. I do not 
have statistics for all the colleges, but I am 
told by the registrar at Davidson College 
that about 25 per cent of the students with- 
draw before graduation. 

Where It Ends 

In the beginning of this paper the birth 

of a nation was mentioned. Now where does 
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it end? Life now ends on an average at 
about 70 years, but where will it end at the 
turn of the century? I say in all frankness 
that, in my opinion, this figure will continue 
to rise until the age of 100 or more will be 
commonplace. If this happens it will, of 
course, pose a problem. There are today 
about 25,000 nursing homes in the nation, 
and this number is inadequate. All over the 
nation today voluntary committees on aging 
are being formed. Civic organizations, reli- 
gious groups, and the like are sponsoring 
committees to study the problems that face 
the aging. The A.N.A. has issued a state- 
ment of standards for nursing care in nurs- 
ing homes. 


When one who has been in the health 
field for the past 25 to 30 years reflects a bit, 
he is, by compulsion, amazed at the progress 
that has been made in the care of patients. 
Laboratory methods and techniques have 
made great strides. Radiation has made 
great progress. Tranquilizers and electro- 
shock have made good citizens out of men- 
tal derelicts. Cardiovascular surgery has re- 
habilitated thousands of people who would 
otherwise be a burden to their families or 
subjects of the state. Antibiotics have al- 
most conquered infectious diseases. Tuber- 
culosis and polio are on the run, and the 
common cold is being attacked on every 
side. 


Whose Problem and Responsibility 


Now in the end, whose problem and 
whose responsibility is it to keep health 
unlimited? The 2,000,000 people who devote 
their entire time to this end are, for the 
most part, dedicated persons. They are in 
groups, to be sure—with their own societies, 
their national and international organiza- 
tions—from maids to aide, from bookkeeper 
to teacher, from intern to extern, from tech- 
nician to physician, from physical therapy 
to medical therapy, from the nursing home 
to intensive care—on up and down the line. 


These many groups can be compared to a 
great machine with many cogs, all of which 
have to perform in a smooth and coopera- 
tive fashion if the care of the patient is to 
be preserved and improved. 
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Report from 
The Duke University 


Poison Control Center 
Jay M. Arena, M.D. 


IRON COMPOUNDS 


The incidence of poisoning by iron salts 
seems to be related to the status of iron 
therapy in any given period. Cases of acci- 
dental and homicidal poisoning from iron 
salts were widely reported in the literature 
of the middle nineteenth century. Reports of 
accidental iron intoxication did not appear 
again in print until 1934, and since 1947 
they have appeared with sufficient fre- 
quency to warrent editorial attention. 

Until the last decade of the nineteenth 
century, iron therapy was widely employed 
in the treatment of hypochromic anemias 
due to body iron deficiencies. At the turn of 
the century a definite change in attitudes 
toward the value of iron therapy occurred 
as the result of the belief that inorganic iron 
was not absorbed from the gastrointestinal 
tract. The small doses of iron salts then used 
had little therapeutic effect, and the value 
of iron fell into disrepute until the second 
decade of this century. Then the two funda- 
mental principles of iron therapy previous- 
ly set forth by Sydenham and Blaud— 
namely, the value of large doses and the 
greater potency of ferrous salts—began to 
be reconfirmed through use. 

In recent years ferrous sulfate has been 
used extensively for the treatment of iron 
deficiency anemia, and some blood banks 
give the tablets routinely to donors. The 
more widespread use of this compound has 
increased the opportunity for accidental 
poisoning in young children. Coloring and 
candy-coating this medication have made it 
appeal to small children, thereby increas- 
ing the hazard. The magnitude of the dang- 
er is evident in the vital statistics on fatal 
accidental iron poisoning which have been 
recorded in the United States and Great 
Britain in recent years. 

The mechanism of iron poisoning is not 
known. Pathologic findings have failed to 
give a satisfactory explanation for death. 
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Opinions are divided as to whether the fatal 
outcome is due to shock secondary to local 
tissue damage to the gastrointestinal tract, 
to systemic effects following the passage of 
large quantities of iron into the blood 
stream, or to the metabolic effects of absorb- 
ed iron resulting in respiratory collapse. 

One of the unique features of iron met- 
abolism is that iron has no organ of excre- 
tion. Iron released from the catabolism of 
iron compounds is not excreted and must be 
fed back into anabolic iron pathways. Over- 
loading with parenterally administered iron 
is not compensated for by increased fecal or 
urinary excretion. Iron found in the feces 
represents only unabsorbed iron, and the 
intestine has no power to regulate, through 
excretion, the amount of iron in the body. 
Urinary excretion of iron is negligible, and 
increased ingestion of iron is not accom- 
panied by elevated urinary ecretion. Thus 
the capacity to regulate the amount of iron 
in the body lies in the absorption mechan- 
ism. 

Iron is absorbed by the mucosal cells of 
the intestinal tract, and more readily in the 
ferrous than in the ferric form. How iron 
passes through the mucosal cell and into 
the blood stream is unknown. The absorp- 
tion of iron is not a question of simple dif- 
fusion across a membrane, but involves a 
metabolic transport through the intestinal 
mucosa. Presumably, the mucosal cell reg- 
ulates the rate of absorption from the gas- 
trointestinal tract, and seems to act as a bar- 
rier to the rapid entrance of iron into the 
circulation. 

The pathologic picture is usually that of 
hemorrhage and necrosis of the stomach and 
intestinal mucosa. The liver is frequently 
involved, showing mild cloudy swelling to 
small areas of complete necrosis. Among 
some survivors, fibrosis of the liver and 
pyloric stenosis have been described. In 
most cases there has been a marked dilata- 
tion of the right side of the heart, with pul- 
monary congestion and occasional hemorrh- 
age. There have not been any particularly 
abnormal findings in other organs of the 
body. 

There are three critical phases in iron 
poisoning: an acute phase of shock that oc- 
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curs within a few hours after ingestion; a 
recurrent phase that appears 20 to 48 hours 
after ingestion; and occasionally a late 
phase of gastric scarring and contracture, 
with pyloric obstruction appearing about a 
month later as a result of the corrosive ac- 
tion of iron salts. 

Death has occurred from the ingestion of 
ferrous sulfate in doses ranging from 40 to 
1,600 mg. per kilogram of body weight. The 
fatal dose for a child 2 years old or younger 
is estimated to be 900 mg. per kilogram of 
body weight. Determination of the serum is 
the test for confirmation of diagnosis and 
for detecting severity of acute poisoning. 

The principal manifestations of poisoning 
are vomiting and circulatory collapse. 
Lethargy, vomiting, a fast, weak pulse, low 
blood pressure, and coma appear within 
one-half to one hour after ingestion. These 
symptoms may disappear after four to six 
hours, followed by a 6 to 24 hour asymp- 
tomatic period in which the child seems to 
improve rapidly. A second crisis occurs with 
cyanosis, vasomotor collapse, pulmonary 
edema, coma, and death within 12 to 48 
hours. 


Treatment 


The treatment is directed toward remov- 
ing the iron and combating shock, and has 
to be immediate, vigorous and sustained. 
Teamwork is necessary to carry out the 
following procedures: 

1. Clearance with suction and mainten- 
ance of an open airway. 

2. Control of shock with available intra- 
venous fluids, blood, plasma, and oxygen. 

3. Gastric lavage with a concentrated so- 
lution of sodium bicarbonate, 5 per cent di- 
sodium phosphate duohydrate, or milk, until 
the returning fluid is clear. 

4. Retention in the stomach of 100 to 300 
ml. of one of the above solutions. A demul- 
cent such as egg white may be added to the 
bicarbonate or phosphate solution. 

5. Rectal lavage with one of the above 
solutions, if there is diarrhea, hyperperistal- 
sis of the lower intestinal tract, or a lapse of 
three hours or more since ingestion of the 
iron. 
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half the total intravenous dose of edathamil, 
35 to 45 mg./kg./24 hours, may be indicat- 
ed. The effectiveness of oral edathamil in 
acute iron poisoning, however, remains to 
be confirmed. 

7. Collection of blood for a complete cell 
count, typing, and crossmatching; for blood 
pH, iron, sodium, potassium, chloride, and 
carbon dioxide determinations, as well as 
for liver function tests. 

8. Critically ill patients should receive 
edathamil intravenously. If no edathamil 
has been given orally, the intravenous dose 
should be 70 to 80 mg./kg./24 hours in dex- 
trose or normal saline solution in an 0.5 to 
2 per cent concentration. If oral edathamil is 
used (and the rate of its absorption through 
a gut wall damaged by iron is not known), 
only half the above dose should be given in- 
travenously—35 to 40 mg./kg.,/24 hours. 

9. After these emergency measures have 
been carried out, roentgenograms of the ab- 
domen should be taken for visualization of 


6. In critical cases, oral administration of 
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radiopaque iron tablets in the gastrointestin- 
al tract. 

10. Collection of all urine for early detec- 
tion of possible oliguria and study of the 
urine sediment for evidence of renal tubular 
damage. 

11. Administration of prophylactic anti- 
biotics, particularly if aspiration of foreign 
matter into the airway has occurred, and of 
multiple vitamins which should include 
vitamin B complex. 

12. Guided by the clinical picture and 
the daily iron levels in serum, and if 
measurements are available, by urinary out- 
put of edathamil and iron, intravenous and/ 
or oral edathamil is continued in a total 
daily dose of no more than 70-80 mg./kg. 
The duration of treatment with this drug 
should not be, and need not be, longer than 
five days. 

13. Follow-up liver function tests and 
study of the gastrointestinal tract with a 
radiopaque medium for strictures. 


LocaL DruGcist GETS VOTE OF CONFIDENCE 


When they have to buy prescription drugs for themselves or their 


families, American homemakers rely almost completely on their local 
druggist, according to a survey of women homemaker-delegates assembled 
in Chicago this week (Sept. 24-28) for McCall’s Fifth Annual Congress on 
Better Living. Ninety-five percent of the 65 women representing Amer- 
ica’s families at the Congress said they always had prescriptions filled 
at the local drugstore or pharmacy; only two percent utilize the drug 
departments of departments stores, and not one had ever had a prescrip- 


tion filled by a drug discount house. 
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NOVEMBER, 1961 


EXECUTIVE COUNCIL MEETING 

The fall meeting of the Executive Coun- 
cil on October 1 in the Carolina Hotel at 
Pinehurst followed the three-day conclave 
of the Society’s six commissions. The 24 
items on the agenda furnished a full day’s 
work—especially since item 21 included the 
six commission reports. Only the high lights 
of the meeting will be reported here. 

Dr. T. S. Raiford, chairman of the Blue 
Shield deputation appointed to request the 
Board of Trustees of the National Blue 
Shield Association to approve the Hospital 
Care Association as a Blue Shield agent, re- 
ported that the deputation appeared before 
the National Association in Chicago on Sat- 
urday, September 16, and presented a 
strong plea for inclusion of the Hospital 
Care Association. The committee had not 
received a formal answer from the National 
Association. He stated that Mr. Herndon, 


executive vice president of the Hospital 
Care Association, had been notified that the 
request was denied. This action was quite 
disappointing, since Hospital Care Associa- 
tion has met every requirement of the State 
Society. Dr. Raiford stated that it was ap- 
parent that the National Association favor- 
ed a merger of the two groups. 

Dr. Amos Johnson commented that he 
does not want the question of a merger to 
be the graveyard for extending medical care 
to the people of North Carolina. He then 
offered the following resolution: ‘That the 
deputation committee be reactivated and 
made an ad hoc committee to pursue the 
matter of Blue Shield coverage to an ulti- 
mate conclusion.” This motion was carried 
unanimously. 

Dr. Wayne Benton reported for the Fi- 
nance Committee that the Society has a sur- 
plus of $3,000, and that the investments of 
the Society’s funds had yielded 14 per cent 
in dividends. 

On Dr. George W. Paschal’s motion the 
Executive Council approved the policy of 
allowing qualified nurses and hospital per- 
sonnel to give transfusions and intravenous 
fluids and medication, when they are auth- 
orized by the physician in charge of the 
case. The motion was passed unanimously. 
In discussing the matter, Dr. Paschal com- 
mented that qualified hospital personnel 
shou'd be trained to use such emergency 
measures as blood transfusions and intrave- 
nous fluids. His Committee on Emergency 
Medical and Military Service expects to take 
up with local medical groups planning in 
North Carolina’s 800 corporate communi- 
ties for carrying out emergency measures in 
case of a nuclear attack. His committee ex- 
pects to get out a booklet on preparing for 
emergencies. 

Dr. John Rhodes reported for his Commit- 
tee on Arrangements for the Annual Con- 
vention, to be held again in Raleigh. He 
stated that the same general plan that was 
used at the 1960 meeting would be followed, 
with only a few changes .One change was 
that the President’s Ball would be held in 
the Sir Walter Hotel instead of the Student 


Union. 
The Committee on Scientific Awards re- 
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commended that the chairman of this com- 
mittee be appointed by the State Society 
president, instead of elected by the commit- 
tee. This would give him a longer time to 
arrange for the committee’s work. The 
committee also suggested that copies of 
papers selected for awards be sent to all 
members of the committee at the same 
time, instead of being passed from one to 
another. Another recommendation was that 
the section scientific programs be included 
in the official program of the annual con- 
vention. 

Mrs. George T. Noel, president of the 
Auxiliary, was in Chicago attending a meet- 
ing of the State Society Auxiliary presi- 
dents. Her report was read by her husband, 
and as usual was well received. The Auxili- 
ary continues its constructive program of 
community service, cooperation with our 
State Society’s Legislative Committee, and 
promoting training for careers in health. 

Dr. Ralph Garrison’s discussion of the 
American Medical Education Foundation 
was important enough to justify a separate 
editorial. 

The Committee on Public Relations offer- 
ed a recommendation similar to the one 
adopted by the Georgia Medical Association. 
The recommendation was that each county 
medical society be requested to go on record 
publicly by a resolution in support of the 
American Medical Association as represent- 
ing satisfactorily a majority of its member- 
ship. Copies of any resolutions passed by 
county societies are to be sent to their re- 
spective congressmen and senators, and to 
State Medical Society headquarters office. 
In addition, members were encouraged to 
write directly to their congressmen and sen- 
ator, expressing confidence in the A.M.A. 

* * 
DR. H. STUART WILLIS NEW 
PRESIDENT OF THE N.T.A. 

Dr. H. Stuart Willis, superintendent and 
medical director of the North Carolina San- 
atorium System and clinical professor of 
medicine at the University of North Caro- 
lina School of Medicine, was installed as 
president of the National Tuberculosis As- 
sociation at its recent annual meeting. Dr. 
Willis richly deserves this recognition. He 
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is a past president of the Atnerican Thoracic 
Society and of the North Carolina Tubercu- 
losis Association, and for several years has 
been chairman of the Committee on Medical 
Research of the N.T.A. 

This Journal. congratulates Dr. Willis on 
this signal houor—and also congratulates 
the N.T.A. in making such a wise choice. 

* 
AMERICAN MEDICAL EDUCATION 
FOUNDATION 

Some years ago the American Medical 
Association took one of its most construc- 
tive actions, when it sponsored the Amer- 
ican Medical Education Foundation, for the 
purpose of raising funds for our medical 
schools. All money contributed to the 
Foundation is given to the medical schools 
of the nation with no strings attached. It 
affords doctors now in practice the oppor- 
tunity of repaying society for the part of 
their medical education that was not cover- 
ed by tuition fees. 

Dr. Ralph Garrison is the state chairman 
of the AMEF. His report to the Executive 
Council gave North Carolina doctors cause 
for both pride and embarrassment: pride, 
because in 1959 North Carolina was four- 
teenth in the nation in contributions to med- 
ical schools; embarrassment, because it was 
forty-eighth in contributions to the Amer- 
ican Medical Education Foundation. Many 
doctors do not know that they can con- 
tribute to their alma maters through the 
AMEF by designating their gifts for the 
school of their choice. In 1959 all four- 
year medical schools were given $4925 of 

undesignated funds; all two-year schools, 
$3462. In 1959, 188 North Carolina doctors 
gave $6325.84 to the AMEF, while 1589 
doctors gave $101,493.73 directly to the 
three medical schools in the state. Simple 
subtraction indicates that only $1400 was 
designated for medical schools through the 
AMEF, while more than $100,000 was given 
directly. 

The AMFF is the best answer yet to the 
threat of federal control of medical educa- 
tion. It would present a far more effective 
argument if all funds were channeled 
through it, and a loyal alumnus could give 
just as much to his alma mater. Since the 
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A.M.A. meets all of the foundation’s ex- 
penses, every dollar contributed goes di- 
rectly to medical schools. A contribution 
to the AMEF can be deducted for income 
tax purposes, just as direct contributions to 
medical schools can be. Let us hope that 
North Carolina will raise its standing in 
AMEF contributions to the level of its con- 
tributions to all three medical schools. 
* 


WINDOW DRESSING 

An editorial by Dr. Benson Harer in the 
Pennsylvania Medical Journal for Septem- 
ber makes a point that needs to emphasiz- 
ed. It is so pertinent that it is quoted, in 
part, below. 

“Even though their own professional 
fees have risen only moderately, physicians 
have been severely criticized and blamed 
for the increased cost of health care. This is 
probably due to a grossly exaggerated opin- 
ion on the part of many people of the 
doctor’s ability to control health care costs. 
Actually, the physician has direct control 
only of his own charges and a degree of 
indirect control over certain other com- 
ponents of health care such as drugs, ad- 
mission to and length of stay in hospitals, 
and diagnostic tests and treatment proce- 
dures ordered by him. Nevertheless, the 
medical profession is being viciously at- 
tacked and our image in the public eye is 
suffering from these attacks. 

“. . . These problems can be solved only 
through full realization and acceptance by 
all doctors of their responsibility to provide 
no more than needed medical care, high in 
quality and at affordable prices. 

“Tt is not necessary, in this discussion, to 
dwell on unnecessary surgery, prolonged 
stay in hospitals, and other obvious and con- 
trollable factors in rising health care costs 
since, with one exception, all of these have 
been exhaustively reported many times. The 
exception, in this writer’s opinion, is that of 
window dressing. By this is meant the prac- 
tice followed by a small percentage of doc- 
tors of ordering drugs, laboratory tests, and 
treatment procedures that add little or 
nothing to the welfare and comfort of the 
patient but are ordered solely to impress 
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the patient with the physician’s scientific 
attainments and concern for him. 

Weare referring . . . to the routine 
use of drugs, laboratory tests, and treat- 
ment procedures that are not indicated but 
are used by the physician for ulterior pur- 
poses such as to justify a higher fee, to build 
practice, or even to conceal a lack of true 
professional competency ... 

“Factors completely beyond our control 
are causing a steady rise in the cost of 
health care. It is imperative, therefore, that 
all controllable factors of cost be actually 
controlled if we are to avoid socialized med- 
icine with its accompanying federal con- 
trol of not only costs but actions of doc- 
tors. Window dressing is a _ controllable 
factor and must be eliminated. Overtreat- 
ment of patients cannot be tolerated any 
more than undertreatment. Sooner or later, 
the window dresser is exposed and shown 
for what he is. Modern scientific medicine 
has so much to offer that competent, con- 
scientious doctors do not need to resort to 


the phony tactics of window dressing.” 


BEAUTY THROUGH BIOCHEMISTRY 

The same issue of the New York Times 
that told of the tranquilizing power of pearls 
dangled an even more alluring bait to the 
female of the species. A full-page advertise- 
ment of Mr. Gayelord Hauser’s latest book 
made the provoking claim that it would 
enable the reader “to develop a bloom of 
prize-winning beauty” by learning “how to 
control the chemical balance of your body.” 
The secret of being beautiful, Mr. Hauser 
implies, is in having one’s chemicals proper- 
ly balanced: “Remember: the most beauti- 
ful woman in the world is made of the very 
same chemicals as you. The difference is in 
the way those chemicals are distributed 
throughout the body.” 

The advertisement does not overlook the 
possibility of gaining the attention of the 
male. A “special” for the husband advises: 
“Teach him to exercise his scalp and save 
his hair. Reveal to him the connection be- 
tween diet and sexual potency.” 

It is quite probable that this book will 
join “Arthritis and Common Sense” and 
“Folklore Medicine” in the best-seller list. 


; 
‘ 
= 
| 
ae 
| 
: 


Bulletin Board 


COMING MEETINGS 

North Carolina Academy of General Practice, 
Annual Meeting — Carolina Hotel, Pinehurst, 
November 26-29. 

University of North Carolina’ Postgraduate 
Medical Course — Memorial Mission Hospital, 
Asheville, each Tuesday for six weeks; Grace 
Hospital in Morganton, each Wednesday for six 
weeks. 

Duke Resident Lectures in Ophthalmology — 
Eye Clinic, Duke Hospital, Tuesday evening at 


7:30 p. m. 
North Carolina Mental Health Association 
Meeting — Jack Tar Hotel, Durham, February 


16-17, 1962. 

Nineteenth Annual Watts Hospital Medical 
and Surgical Symposium — Watts Hospital and 
Jack Tar Hotel, Durham, February 23-24, 1962. 

American Medical Association, Clinical Meet- 
ing — Denver, Colorado, November 27-30. 

Southern Surgical Association, Annual Meet- 
ing — The Homestead Hotel, Hot Springs, Vir- 
ginia, December 5-7. 


New MEMBERS OF THE STATE SOCIETY 

The following physicians joined the Medical 
Society of the State of North Carolina during the 
month of September, 1961: 

Dr. Hoke Smith Nash, Jr., 106 West 7th Street, 
Charlotte; Dr. John Edwin Drew, Box 176, Mac- 
clesfield; Dr. H. Mac Vandiviere, N. C. Sana- 
torium System, Chapel Hill; Dr. Ralph Guy 
Brashear, S. Main Street, Wendell; Dr. Clabe 
Webester Lynn, Jr., 2006 Fairview Road, Raleigh; 

Dr. Andrew Harper McElroy, Jr., River Street, 
Box 98, Colerain; Dr. William Robert Purcell, 418 
King Street, Laurinburg; Dr. Campbell White Mc- 
Millan, 418 King St., Laurinburg; Dr. Paul May- 
nard Lerner, 309 Doctors Bldg., Asheville; Dr. 
Theodore Dennis Scurletis, 811C Daniels St., 
Raleigh; Dr. Joe Alexander Bain, 604 Banks 
Avenue, Goldsboro. 


News NOTES FROM THE UNIVERSITY OF 
NortH CAROLINA SCHOOL OF MEDICINE 

On October 24 the U.N.C. School of Medicine 
inaugurated a new kind of medical postgraduate 
program, supported in part by a grant-in-aid from 
Merck Sharp and Dohme. The program involves 
the use of FM radio for broadcasting educational 
programs to physicians meeting as organized 
groups in local hospitals, with provision being 
made for these groups to ask questions of the 
speakers through a conference telephone hook- 
up. 

Twenty-four weekly programs are planned for 
this year, to be broadcast on Tuesdays from 1:00 
to 2:00 p.m. They consist of a 30-minute presenta- 
tion and 30 minutes of questions and discussion. 
While only those in the organized groups can 
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submit questions, any physician who lives with- 
in the effective range of WUNC-FM (about 100 
miles) and who has an FM receiver can tune 
in and listen. WUNC-FM will be found at 91.5 
megacycles on the FM dial. 

There will be sequences of three or four pro- 
grams on related subjects of interest to all phy- 
sicians. Participants will include guests from 
within and without the state as well as members 
of the U.N.C. faculty. Once under way, detailed 
programs will be published in What Goes On 
and the North Carolina Medical Journal. 

The Wational Foundation—March of Dimes has 
awarded a grant of $30,456 to the U.N.C. School 
of Medicine to continue support of the school’s 
rehabilitation teaching program. 

Research on bleeding diseases underway in the 
Department of Pathology has been cited by the 
Southern Regional Education Board in its publi- 
cation “University Research—Medical Mile- 
stone.” The publication includes the department’s 
research on hemophilia and leukemia along with 
other items gathered from medical schools in the 
SREB’s 16-state region. 

* * * 

The U.N.C. School of Medicine has been award- 
ed a grant of $39,773 from The National Founda- 
tion—March of Dimes for renewed support of the 
University’s program for teaching physical ther- 
apists. 

* 

Harry Gooder, Ph.D., and Wallace A. Clyde, 
M.D., have been appointed to the faculty of the 
U.N.C. School of Medicine, it was announced re- 
cently. 

Born in Castleford, Yorks, England, Professor 
Gooder attended Leeds University where he re- 
ceived the B. Se. and the Ph.D. degrees. He has 
occupied positions of research fellow, Harvard 
Medical School; research assistant, Central Pub- 
lic Health Laboratory, London; and visting teach- 
er, Chelsea College of Science and Technology, 
London. 

A native of Birmingham, Alabama, Dr. Clyde 
attended Vanderbilt University where he receiv- 
ed the B.A. degree in 1951 and the M.D. degree 
in 1954. From 1957 to 1959 he was a pediatrician 
with the United States Naval Hospital, Memphis, 
Tennessee. He was a postdoctoral research fellow 
at Western Reserve University from 1959 to 1961. 

* * * 


The fifth annual University of North Carolina 
School of Medicine Symposium was held Novem- 
ber 9-10, with physicians from throughout the 
state attending along with doctors from Virginia 
and South Carolina. 

The visiting speaker was Dr. Lewis W. Wanna- 
maker of the University of Minnesota School of 
Medicine. Other speakers, all of the U.N.C. School 
of Medicine except one, were Drs. John H. Arn- 
old, Thomas B. Barnett, Wallace Clyde, William 
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J. Cromartie, Floyd W. Denny Jr., Janet J. Fis- 
cher, Sylvanus W. Nye, Robert J. Senior, and 
John K. Spitznagel. 

Dr. Jacob Koomen is with the State Board of 
Health in Raleigh and also is a visiting associate 
professor in the U.N.C. School of Public Health. 

The third annual ‘Medical Science Lecture 
Series” began at the University of North Caro- 
lina School of Medicine on Saturday, September 
30, with an international panel of speakers. 

This year the series is being directed by Dr. 
T. M. Csaky, associate professor of pharmacology. 
The lectures will be given each Saturday morn- 
ing at 11 o’clock in the Clinic Auditorium of the 
School of Medicine through December 16, with 
the exception of the period of Thanksgiving holi- 
days. All interested persons are invited to attend. 

The title of the series is “Biological Transport 
Mechanism—Role of Cell Membrane in Active 
Transport and Nerve Connection.” 

A full program of speakers, dates and subjects 
will be published in the near future. In the mean- 
time, persons who would like to receive this in- 
formation may write Medical Science Lecture 
Series, U.N.C. School of Medicine, Chapel Hill. 

*k * 

Dr. George B. Penick has been appointed an 
associate professor of pathology, School of Medi- 
cine, and Director of the School’s research pro- 
gram-project on thrombosis and hemorrhage. He 
will join the faculty on a full-time basis in Febru- 
ary, 1962, at the time the new research program 
is instituted. 

The program is designed to support compre- 
hensive research into the basic nature of dis- 
orders of blood coagulation, such as occur in 
bleeding disorders, as in hemophilia and _ leu- 
kemia, and in thrombosis, such as in coronary 
heart disease. 

Dr. George Johnson Jr., a native of Wilming- 
ton, has joined the faculty of the University of 
North Carolina School of Medicine as an assist- 
ant professor in the Department of Surgery. 

* * * 

Professors Charles H. Burnett, A. T. Miller 
Jr., Carl W. Gottschalk, and Associate Professor 
John H. Schwab, of the School of Medicine, have 
returned from one-year leaves. Professor Bur- 
nett, who is chairman of the Department of Med- 
icine, had a Commonwealth Fund Fellowship for 
study at the University of London. Professor 
Miller (physiology) served as Liaison Officer in 
the Naval Research Branch Office of the Office 
of Naval Research in London. 

Professor Gottschalk (medicine) spent a year 
studying at the Biochemical Institute of the Uni- 
versity of Copenhagen, Copenhagen, Denmark, 
and Professor Schwab (bacteriology) studied at 
the Lister Institute of Preventive Medicine, Lon- 
don. 
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Dr. Clayton E. Wheeler, Jr., has been named 
chief of the Division of Dermatology and pro- 
fessor of dermatologic medicine at the University 
of North Carolina School of Medicine. 

E. B. Crawford Jr., of N. C. Memorial Hospital 
was inducted as a fellow in the American College 
of Hospital Administrators Sunday, September 
24, at Atlantic City, New Jersey. 

The U.N.C. School of Medicine is holding its 
first postgraduate medicai courses of this aca- 
demic year in Asheville and Morganton. 

The Asheville course began Tuesday, October 
3, and will be held each Tuesday for six weeks. 
The course in Morganton began Wednesday, 
October 4, and will continue each Wednesday for 
six weeks. 

The co-sponsor of the Asheville course is the 
Buncombe County Medical Society. The Burke 
County Medical Society is co-sponsoring the Mor- 
ganton course. 

At both cities two lectures are being given 
each day the courses are held. In Asheville the 
Icetures are at 5 and 7:15 p.m. Both of these 
lectures are held at the Buncombe County Med- 
ical Society Library at Memorial Mission Hos- 
pital. 

The lectures in Morganton are at 4:30 and 7:30 
p.m. The first lecture each day is at the Nurses’ 
Home of Grace Hospital. The evening lecture is 
at the Mimosa Golf Club. 

Some of the lectures will be given by faculty 
members of the U.N.C. Medical School. There 
will be, however, a number of guest lectures. 
These will represent the Western Reserve School 
of Medicine, the Medical College of South Caro- 
lina, the Bowman Gray School of Medicine, and 
Jefferson Medical College. 


News NOTES FROM THE BOWMAN GRAY 
ScHOOL OF MEDICINE OF 
WAKE ForeEst COLLEGE 


Dr. Howard H. Bradshaw, professor and chair- 
man of the Department of Surgery, has been 
awarded the American College of Surgeons’ Dis- 
tinguished Service Award. 

Dr. Bradshaw received his award Thursday, 
October 5, at the annual meeting of College Fel- 
lows at Chicago from Dr. I. S. Ravdin, the Col- 
lege’s retiring president. 

He received the award for “leadership and 
support in broadening the scope of the College’s 
activities” and “for his long and distinguished 
career as a professor of surgery and as an educa- 
tor for young surgeons; for his devotion to the 
American College of Surgeons for more than 20 
years; and for his esteemed service as a member 
of the College’s Board of Governors as its secre- 
tary, and as its chairman.” 
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Dr. Bradshaw has been professor and chair- 
man of the Department of Surgery at the Bow- 
man Gray School of Medicine since 1941. 

* 

Dr. John R. Ausband, associate professor of 
otolaryngology, was recently elected secretary- 
treasurer of the North Carolina Eye, Ear, Nose 
and Throat Society. 

* 

Dr. D. LeRoy Crandell, associate professor of 
anesthesiology, was recently elected president of 
the North Carolina Society of Anesthesiologists. 
Dr. C. Max Drummond, instructor in anesthesio- 
logy, was elected secretary-treasurer of the so- 
ciety. 

* * * 

Dr. Richard C. Proctor, associate professor and 
chairman of the Department of Psychiatry, was 
recently chosen president-elect of the Southern 
Psychiatric Association. He will take office in 
October, 1962. The association is composed of 
members from 17 southern states and the District 
of Columbia. He has served previously as secre- 
tary-treasurer of the association. 

x** * 

Mr. Clyde T. Hardy, Jr., director of the De- 
partment of Clinics, was recently chosen presi- 
dent-elect of the National Association of Clinic 
Managers. He will become president in October, 
1962. Mr. Hardy previously has served as second 
and first vice president, and as chairman of the 
association’s committee on personnel and public 
relations and the committee on clinic organiza- 
tion. 

* * * 

Dr. R. Winston Roberts, professor of ophthal- 
mology, spoke to the Los Angeles Ophthalmolog- 
ical and Otolaryngological Society, Thursday, 
October 5, on the “Diagnosis and Handling of 
Early Glaucoma.” He also taught a seminar 
course on the same subject at the annual meeting 
of the American Academy of Ophthalmology and 
Otolaryngology, October 8-13, at Chicago. 

* * 

Dr. Eben Alexander, professor of neurosurgery, 
participated in a neurosurgical symposium on 
head injuries at the American College of Sur- 
geons meeting at Chicago. 

*x** * 

Dr. Henry G. Cramblett, associate professor of 
pediatrics, was a participant in a round-table 
discussion of pediatric virology during the an- 
nual meeting of the American Academy of Ped- 
atrics at Chicago, October 2-6. 


News NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


One thousand persons attended a testimonial 
dinner for Dr. Wilburt C. Davison, retired dean 
of the Duke University Medical School, on Thurs- 
day night, October 5. 

The invitational affair for friends and profes- 
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sional associates of Dr. Davison was held in con- 
nection with the University’s Symposium on the 
Commonwealth of Children, October 4-8. 

Both the dinner and the symposium honored 
Dr. Davison, who headed the Duke Medical 
School for a third of a century and made many 
important contributions to health affairs at the 
state, national and international levels. 

A series of addresses citing Dr. Davison’s con- 
tributions in various areas of medical education 
and health affairs highlighted the dinner pro- 
gram. 

Dr. Stanhope Bayne-Jones of Washington, D. C., 
former Yale Medical School dean and currently 
a member of the Army Scientific Advisory Com- 
mittee, was the principal speaker. He discussed 
the activities of Dr. Davison in the medical pro- 
fession and, governmental health circles. 

George Watts Hill Sr. of Durham, who pioneer- 
ed with Dr. Davison in providing low-cost hos- 
pitalization insurance by organizing the Hos- 
pital Care Association (Blue Cross), spoke on Dr. 
Davison’s contributions to community medical 
care; and Dr. Watson Rankin of Charlotte, former 
head of the Hospital and Orphans Section of the 
Duke Endowment, described Dr. Davison’s lead- 
ership in the Duke Endowment’s health activi- 
ties. 

Dr. Jean D. Craven of Lexington spoke on “Dr. 
Davison as Mentor to the Residents.” She was 
Duke Hospital’s first resident in pediatrics under 
Dr. Davison. 

Toastmaster for the dinner was Dr. Paul M. 
Gross, William Howell Pegram professor of 
chemistry at Duke and president-elect of the 
American Association for the Advancement of 
Science. 

* 

The 1961-1962 series of lectures in ophthal- 
mology began at Duke Hospital on September 9 
and will continue through May 5, 1962. All lec- 
tures will be given in the Eye Clinic of the hos- 
pital. 

Resident lectures are being given from 7:30 
to 8:30 p.m. on Tuesday evening through May 1. 
Additional lectures have been scheduled on the 
following dates: 

Saturday, February 10 

Saturday, February 10 

Thursday, May 3 

Friday, May 4 

Saturday, May 5 


7:00-9:00 p.m. 
7:00-9:00 p.m. 
8:00-12:00 a.m. 
1:00-3:00 p.m. 
x * * 

Dr. J. Leonard Goldner, professor of orthopedic 
surgery at the Duke University Medical Center, 
has been appointed council-elect of the Southern 
Medical Association for the State of North Caro- 
lina. 

Formerly an alternate councilor, Dr. Goldner 
succeeds Dr. George Wilson of Asheville and as- 
sumed his new duties following a meeting of the 


association in Dallas, Texas, November 6-9. 
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Norman K. Nelson, assistant director of the 
Duke University Bureau of Public Information, 
has been elected a member of the National As- 
sociation of Science Writers. 

Nelson has served as public information of- 
ficer for the Duke Medical Center since 1956. He 
joined the Bureau of Public Information staff in 
1949. 

* * 

Duke University Medical Center scientist R. 
Frederick Becker has been given a key responsi- 
bility in developing a new medical school in the 
Far East. 

A member of the Duke anatcmy faculty, Dr. 
Becker left for Thailand early in October under 
assignment from the International Cooperatives 
Administration of the U. S. State Department. 
During a two-year leave of absence from Duke, 
he will head the organization of the Anatomy 
Department in the Medical School of Chieng Mai. 
The school is now being established in north- 
western Thailand near the Burma border. 

* 

A center for cystic fibrosis treatment, re- 
search, and training will be established at Duke 
University with financial support from the Na- 
tional Cystic Fibrosis Research Foundation, it 
was announced recently. 

Duke has been awarded an initial eight-month 
grant of $14,000 by the Foundation to support 
this undertaking, and future support is anticipat- 
ed. 

Dr. Alexander Spock of the Duke pediatrics 
faculty will head the new center. 

Dr. Spock emphasized that the Duke center 
“is not intended to take the place of continuing 
care by family physicians. Its primary purpose 
with relation to patient care is to provide diag- 
nostic facilities not available in every locality.” 

* * * 

A $33,000 grant to study “Continued Care 
Through the Relation of Hospital Care to Com- 
munity Resources and Rehabilitation” has been 
awarded to Duke University by the Office of 
Vocational Rehabilitation, U. S. Department of 
Health, Education and Welfare. 

Dr. James H. Semans, professor of urology and 
chairman of the Duke Medical Center’s rehabili- 
tation committee, will be the medical director 
of this program. 

Dr. Semans explained that “continued care 
means the communication between the hospital 
and local physicians and local agency resources 
for patient care.” 


ForsytH County MEDICAL SOCIETY 


Dr. William H. Zinkham, associate professor of 
Pediatrics at Johns Hopkins Medical School, 
was the speaker at monthly meeting of the 
Forsyth County Medical Society held in Winston- 
Salem on October 10. His subject was “Drug-In- 
duced Hemolytic Anemias.” 
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EDGECOMBE-NASH MEDICAL SOCIETY 


The Edgecombe-Nash Medical Society held its 
regular monthly meeting in Rocky Mount on 
Wednesday, October 9. A member of the sur- 
gical staff of Duke University Medical Center 
spoke on a surgical topic. 


News Notes 


Dr. John H. Cox, has announced the opening 
of his office for the practice of dermatology and 
syphilogy in Winston-Salem. 

* * * 

Dr. Campbell White McMillan has announced 
the opening of his office at 418 King Street, 
Laurinburg, for a practice limited to pediatrics. 

* * * 

Dr. Robert W. Whitener has opened his office 
at 1305 North Elm Street in Greensboro for the 
practice of psychiatry. 

* * 

Dr. William C. Matthews and Dr. Richard T. 
James, Jr., of Charlotte have announced the as- 
sociation of Dr. Thomas N. Massey, Jr., in the 
practice of internal medicine. Offices are located 
at 217 Travis Avenue, Charlotte. 

* * * 

The Nalle Clinic, located at 1350 South King 
Drive, Charlotte, announces the association of 
Dr. Fitz Gerald Hiestand, Jr., in the partice of 
internal medicine (gastroenterology). 


AuGusTA POSTGRADUATE MEDICAL ASSEMBLY 


The Augusta (Georgia) Postgraduate Medical 
Assembly will be held in that city, under the 
sponsorship of the Richmond County Medical 
Society, April 2-4. 

The program will be one of general interest 
and will include speakers in the major fields of 
medicine. 

The registration fee of $15.00 covers the scien- 
tific sessions and a cocktail party. 

For particulars write Julius T. Johnson, M.D., 
Chairman, Postgraduate Assembly Committee, 
P. O. Box 3223, Augusta, Georgia. 


AMERICAN COLLEGE OF SURGEONS 


About 1,103 surgeons were inducted as Fellows 
of the American College of Surgeons at the an- 
nual five-day Clinical Congress of the organiza- 
tion held in Chicago last month. Fellowship, en- 
titling the recipient to the designation F.A.C.S. 
following his name, is awarded to doctors who 
fulfill comprehensive requirements for acceptable 
medical education and advanced training as 
specialists in one or more branches of sur- 
gery, and who give evidence of good moral 
character and ethical practice. 

Those receiving this distinction from the State 
of North Carolina at the 1961 convocation are as 
follows: Lt. Cmdr. Ross M. Lehman, Jr. (MC 
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USN), Camp Lejeune; A. Stark Wolkoff and 
Robert Zeppa, Chapel Hill; Lewis E. Curlee, Con- 
cord; Marcus L. Dillon, Jr., and Seth G. Hobart, 
Jr., Durham; Stanford S. Setnor, Fayetteville; 
Robert B. Groves, Jr., and Edward S. Whitesides, 
Gastonia; 

John E. Lyday, Greensboro; Frank H. Longino, 
Greenville; James S. Gilliam, Jr., High Point; 
Howard E. Strawcutter, Lumberton; Stewart M. 
Scott and William H. Sewell, Oteen; Maurice G. 
Couturier, Sr., Reidsville; Harry H. Weathers, 
Roanoke Rapids; John C. Foushee, Sanford; 
Shelley C. York, Jr., Thomasville; John B. Cod- 
ington, Wilmington; and Charles C. Parker, Wil- 


son. 


AMERICAN BOARD OF 
OBSTETRICS AND GYNECOLOGY 


The Part I Examinations (written) of this 
board will be held in various cities of the United 
States, Canada, and military centers outside the 
Continental United States on Friday, January 5, 
1962. 

Applicants and candidates for examination in 
1963, please note that the deadline date for mak- 
ing application is advanced to July 1, 1962. 

Current Bulletins outlining present require- 
ments may be obtained by writing to the Ex- 
ecutive Secretary, Robert L. Faulkner, M.D., 
American Board of Obstetrics and Gynecology 
Cleveland 6, Ohio. 


ASSOCIATION OF MILITARY SURGEONS 
OF THE UNITED STATES 


The Executive Council of the Association of 
Military Surgeons of the United States has an- 
nounced the appointment of Major General 
Thomas J. Hartford, Deputy Surgeon General 
of the Army, to the position of executive direc- 
tor of the association, effective October 15, 1961. 


In announcing the appointment Dr. Leroy E. 
Burney, president of the Association said: “Gen- 
eral Hartford brings to our association his long 
years of experience in administration and milit- 
ary medical matters. He will give his full at- 
tention to the administration of the Association 
which will permit Colonel Robert E. Bitner to 
devote more time to expanding the services and 
influence of the Association as editor of Military 
Medicine, our official journal.” 


ASSOCIATION OF AMERICAN MeEpICcCAL COLLEGE 


The Association of American Medical Colleges 
has announced it will begin accepting 1962 ap- 
plications for the unique foreign fellowship pro- 
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gram which offers future American physicians 
an opportunity for medical study in underde- 
veloped areas of the world. For the third year, 
Smith Kline & French Foreign Fellowships are 
being offered to junior and senior students in 
U. S. medical schools. Descriptive brochures and 
application forms have now been mailed to all 
deans, said Dr. Ward Darley, executive director 
of the Association. Darley emphasized that the 
closing date for filing applications is December 
31, 1961. 


The purpose of the program is to provide 
selected medical students the opportunity to 
benefit from unusual clinical experiences abroad. 
The Fellows are able to study and practice pre- 
ventive medicine in remote areas of the world 
where health services are often carried on in 
primitive surroundings. The medical students 
help to bring modern American medical proce- 
dures to these areas, and at the same time gain 
firsthand experience with other cultures and 
peoples. 


U. S. DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 


The number of poison-control centers affiliated 
with the National Clearinghouse for Poison Con- 
trol Centers rose to a new high of 460 as of July 
1, according to an announcement by Surgeon 
General Luther L. Terry of the Public Health 


Service. 


The National Clearinghouse for Poison Control 
Centers serves local centers by providing in- 
formation on new products which it obtains 
through a voluntary arrangement with manu- 
facturers. Over 200 major producers of drugs and 
household products inform the clearinghouse of 
the ingredients their products contain and the 
antidotes for them. The National Clearinghouse 
is directed by the PHS Division of Accident Pre- 
vention, headed by Assistant Surgeon General 
A. L. Chapman. 


[The NorrTH CAROLINA MEDICAL JOURNAL pub- 
lishes regular reports from the Duke University 
Poison Control Center in Durham. Dr. Jay M. 
Arena is director.—Ed. | 


x 


Dr. Luther L. Terry, Surgeon General of the 
Public Health Service, reported in August that 
an upswing in the influenza cycle is likely to hit 
this country during the fall and winter. 


He recommended immediate vaccinations for 
persons in three groups which accounted for 
most of the 86,000 flu-triggered deaths between 
September, 1957, and March, 1960. These groups 
are: Persons with heart disease, pulmonary dis- 
ease, diabetes and other chronic illnesses; per- 
sons over 65; and pregnant women. 
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“We are probably due for some Asian flu out- 
breaks, since they come in two to three year 
cycles, and we are overdue for Type B flu out- 
breaks which come in four to six year cycles,” 
Dr. Terry said. “Asian flu has been dormant here 
since March, 1960, and it has been more than six 
years since we had much Type B flu in this 
country.” 

The Public Health Service is alerting physici- 
ans and health officers, Dr. Terry said, and the 
Bureau of Public Assistance, another unit of the 
Department of Health, Education, and Welfare, 
is urging state welfare agencies to include flu 
immunizations in medical care provided under 
public assistance programs. 

Recommendations on use of flu vaccine, in- 
cluding a detailed listing of the chronic condi- 
tions most likely to be complicated by influenza, 
are being furnished to private physicians and 
health officers. They were prepared by the Sur- 
geon’s Communicable Disease Center in Atlanta, 
Georgia, on July 31. At that meeting, committee 
members agreed unanimously on the likelihood 
of outbreaks this winter and on the need for a 
special effort to immunize high risk groups in 
advance. 

A new program to provide a broader form of 
financial support to schools of medicine, dentis- 
try, osteopathy, and public health has been an- 
nounced by Dr. Luther L. Terry, Surgeon Gen- 
eral of the Public Health Service. 

“The prime purpose of this program is to in- 
crease the capacity of the Nation’s research and 
educational institutions for carrying out their 
health-related research and research training,” 
Dr. Terry said. “We believe it will meet the 
needs of these institutions for greater flexibility 
in the use of portions of the federal support 
funds they have been receiving.” 

Copies of the Policy and Information State- 
ment in General Research Support Grants are 
available from the Information Office, Division 
of General Medical Sciencies. 

* * * 

The Food and Drug Administration recently 
announced a new warning label for phenindione, 
a synthetic anti-coagulant drug marketed by 
several drug companies. A number of cases of 
blood dyscrasias and agranulocytosis have been 
reported. 

There are also reports implicating the drug 
in cases of hepatitis and hypersensitivity reac- 
tions. 

* * 
Public Health Service 

During the year ending June 30, 1960, illness 
and injury caused the American people to stay 
home from work, stay in bed, or otherwise cut 
down their usual activities for an average of 16 
days per person, including six days of bed dis- 
ability. 

These estimates come from the latest in a 
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series of published statistical reports of the U. S. 
Public Health Service’s National Health Survey. 
They apply to the civilian population of the coun- 
try exclusive of persons confined to long-term 
institutions. 


VETERANS ADMINISTRATION 

Appointment of five new members of the 
Special Medical Advisory Group of the Veterans 
Administration has teen announced by the VA. 

The group, composed of outstanding non-gov- 
ernment physicians and specialists in related 
fields, meets quarterly in Washington, D. C., to 
advise the Administrator of Veterans Affairs and 
the VA medical program. 

New chairman of the group is Dr. Barnes 
Woodhall, dean and professor of surgery of Duke 
University School of Medicine, Durham, North 
Carolina. Dr. Woodhall had been serving as vice 
chairman. 

* 

A book that may become a landmark in the 
study of Parkinson’s disease has just been pub- 
lished by the McGill University Press, Montreal, 
Canada. 

Titled “The Shaking Palsy,” it is drawn from 
the symposium on Parkinson’s disease held in 
Montreal in October, 1959, under the auspices 
of the United States Veterans Administration 
and the Department of Veterans Affairs of 
Canada. 

Editors of the book are Dr. Blaine Nashold, 
chief of the neurosurgical service of the VA hos- 
pital at Durham, North Carolina, and assistant 
professor of neurosurgery at Duke University 
School of Medicine, and Dr. Harold Elliott, 
neurological suregon-in-charge at Queen Mary 
Veterans Hospital, Montreal, director of the de- 
partment of neurology and neurosurgery at 
Montreal General Hospital, and assistant pro- 
fessor at McGill University. 

The two agencies have exchanged medical in- 


formation for over a decade. 
x * * 


Dr. Lee D. Cady, director of the Veterans Ad- 
ministration hospital at Houston, Texas, has been 
awarded the Physicians Award of 1960 by the 
President’s Committee on Employment of the 
Physically Handicapped. 

Noting that scores of handicapped persons are 
employed at the Houston VA Hospital, Dr. Cady 


said: “We practice what we preach.” 
* * * 


A new method of treatment for cancer, origi- 
nated primarily by a Veterans Administration 
doctor, has produced such good results in early 
testing that it is being explored against cancers 
of all types at 24 VA hospitals across the nation. 

Known as local infusion, it enables doctors to 
concentrate large amounts of a cancer-destroying 
drug amethopterin (Methotrexate), at the site of 
the tumor, while protecting the rest of the body 
against the drug by means of an antidote (citro- 
vorum factor). 
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Doctor Diplomats 

Five physicians from Tulsa, Oklahoma, mem- 
bers of the First Presbyterian Church of Tulsa, 
are giving up their practices for six-week periods 
to serve voluntarily at the Miraj Medical Center 
in Miraj, India. 

Dr. C. S. Lewis, one of these five Tulsa phy- 
sicians, recently reported to the A.M.A. on the 
progress of the project labeled “Doctors in Asia.” 

The first of the group of volunteer physicians 
flew to Miraj in mid-August. On his return at 
the end of September the next doctor will 
make the trip. In all, the five physicians will 
donate a total of thirty weeks to the program. 
The project is endorsed by the Tulsa County 
Medical Society. Funds for medical equipment, 
transportation, and other expenses were raised 
through church and public contributions. 

Other groups of American physicians are also 
becoming interested in the possibility of initiat- 
ing a similar venture in their own communities. 
For example, several doctors met with Dr. Lewis 
during his A.M.A. visit to discuss the feasibility 
of adopting an overseas program which would 
provide medical care to another area of the world 
equally in need of such assistance. 

Still another example of American physicians 
demonstrating their interest and willingness to 
serve in foreign mission fields on a temporary 
basis is shown by the large number of doctors 
who have written to the A.M.A. Department of 
International Health in the last few months to 
inquire about such service. This new Department 
administers a program approved last June by 
the A.M.A. House of Delegates whereby mem- 
bers of the A.M.A. may volunteer for service in 
the foreign mission fields on a temporary basis 
when emergencies arise. Cooperating with A.M.A. 
in this program are missionary agencies repre- 
senting every denomination sponsoring Ameri- 
can medical missionaries. 

Physicians interested in volunteering for such 
service are asked to write directly to the A.M.A. 
Department of International Health, 535 N. Dear- 
born Street, Chicago 10, Illinois. 


Winthrop Wins Canadian Award For 
Medical Movie 

A new medical motion picture produced by 
Winthrop Laboratories has won the _ highly- 
coveted Certificate of Merit of Canadian Film 
Awards. 

The color film, entitled “Epidural Anesthesia 
for Vaginal Delivery in Obstetrics,” was honor- 
ed both for achieving its purpose and for excel- 
lent of photography. It was written by Dr. R. 
A. Gordon, who also handled the medical direc- 
tion. 

Production of the film, which was made by 
Chetwynd Films Limited, was under the super- 
vision of Dr. Martin Lasersohn, executive vice- 
president of Winthrop. 
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Book Reviews 


Symptom Diagnosis. By Wallace M. Yater, 

M.D., and William F. Oliver, M.D. Ed. 5. 951 

pages. Price, $15.00. New York: Appleton-Cen- 

tury-Crafts, Inc., 1961. 

The fact that this book is now 34 years of age 
and has been revised five times is evidence that 
it has filled a real need. The fifth edition, as the 
authors say, has been practically rewritten. “Al- 
though symptoms change very little, the authors 
were astounded at the number of new diseases 
described since the fourth edition appeared in 
1942.” 

It is, of course, not possible to review this book 
in detail, and only a few comments will be of- 
fered. Although it contains more than a thousand 
pages, there are no wasted words in it. It is a 
model of clarity and conciseness. 

The symptoms discussed are divided into re- 
gional symptoms and general symptoms. The 
directions “How to use this book” should be read 
by everyone who purchases it. A comprehensive 
index of 57 pages will help the reader locate 
readily the information wanted. A very helpful 
feature is an index listing first, syndromes and 
second, diseases, symptoms, and signs associated 
with men’s names. 

This book could have been written only by an 
astute clinician with an excellent command of 
the English language. The more familiar its own- 
er becomes with it the more he will depend upon 
it. It can be heartily recommended to medical 
students and practitioners alike. 


Sea Within: A Study of our Body Fluid. 
By William D. Snively, Jr., M.D. 150 
pages. Philadelphia and Montreal: J. B. 
Lippincott Company, 1961. 

Dr. Snively has written an attractive populari- 
zation of the physiology of body fluid. In a time 
when the television commercial has taken over 
adult education in things medical, it is fortunate 
that such a volume is available. Happily, Dr. 
Snively has included 55 sketches which add im- 
measurably to his exposition. This book can be 
recommended for the waiting room, for the in- 
terested layman, and will bear close scrutiny by 
educationists looking for a good health text for 
high school students. 

For the person who wishes to explore more 
deeply, this book, of course, is no substitute for 
Dr. Homer Smith’s From Fish to Philosopher. 
However, the tone is lighter, the illustrations are 
delightful, and the presentation is lucid. 


Essential Pathology. By Roger D. Baker. 

638 pages. Price, $9.50. Baltimore: The 

Williams and Wilkins Company, 1961. 
With this synopsis-type volume, the Duke De- 
partment of Pathology gives a second textbook 
to the field, perhaps as a complement to the two- 
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volume work of Dr. Forbus, published several 
years ago. The format and text follow the stand- 
ard pattern of an initial section on fundamentals, 
“General Pathology,” followed by a treatment of 
systemic pathology. In a small (5%” by 7%”) 
book of this type, details must be omitted; hence 
the word “essential’ ’in the title. 

The illustrations number 470, and are of fine 
quality, forming the principal item in which this 
digest excels similar works in the field. Every 
pathologist reading the book would find some 
points of special interest to him on which he 
would take issue with Dr. Baker, but in general 
the text conforms to the commonly held opinions 
of the present time. For the hurried medical 
student, as a supplement to more complete 
works, or for the man in another field who 
wishes a short review-reference work, this vol- 
ume can be recommended. 


Memoirs of a Medico. By E. Martinez 
Alonso. 335 pages. Price, $4.50. Garden 
City, New York: Doubleday & Company, 
Inc., 1961. 

Although born in Spain, with his professional 
career thus far in that country, Dr. Alonso was 
educated in Great Britain, while his father was 
the consul of Uruguay in Glasgow and Liver- 
pool. The book deals with his reminiscences of 
growing up in a diplomatic family with 11 chil- 
dren; observations on the life of foreign student 
in Great Britain; the Spanish civil war, and the 
medical practice derived from his current posi- 
tion as doctor to the Castellana Hilton in Madrid. 

The style of the book is pleasant, and it fur- 
nishes a light weekend’s reading for anyone in- 
terested in the locale mentioned. The section 
dealing with the doctor’s experiences as a sur- 
geon, first for communist forces and later for 
General Franco’s troops, presents an aspect of 
that prelude to World War II which has not re- 
ceived much attention in this country. Dr. Alonso 
claims political indifference, his duties on both 
sides of the conflict being explained by a death 
sentence passed by the Reds for alleged intrigue 
against their cause, followed by a fortunate 
escape and the gaining of a commission with the 
Franco forces through family connections. 

To a physician in the United States an ap- 
pointment as hotel physician does not appear as 
attractive as it does to Dr. Alonso, but he points 
out the reasons for its appeal to him. His anec- 
dotes concerning the hotel guests, their behavior 
and their ailments are both irritating, amusing 
and depressing, depending on one’s outlook on 
the segment of society likely to pass through 
such an hostelry. The book would make a nice 
bit of diversionary reading for a member of the 
profession of for someone with a vicarious in- 
terest in it. There must be many people in the 
latter category. 
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Cardiac Emergencies. By Harold D. Levine, 
M.D. 381 pages. Price, $12.00. New York: Lands- 
berger Medical Books, 1960. 

Dr. Levine relates his personal experience and 
that of others in the field, primarily those with 
whom he is associated. He provides a simple but 
thorough explanation of the different cardiac 
emergencies. Controversal points such as an- 
ticoagulants and armchair therapy in myocardial 
infarctions, and treatment of refractory failure 
are well presented. The book includes good dis- 
cussions on drug intovications and arrhythmias, 
their recognition and therapy, as well as cardiac 
arrest and resuscitation. 

This book provides the physician with a good, 
easy to read, and well indexed reference for the 
handling of cardiac emergencies without a 
lengthy explanation about the subject. 


Surgical and Maxillofacial Prosthesis. By O. E. 

Beder. 94 pages. Price $4.00. Seattle, Washing- 

ton: University of Washington Press, 1961. 

This manual makes available for the first time 
in one volume a concise discussion of the major 
phases of surgical and maxillofacial or orofacial 
prosthesis. It was prepared by Dr. O. E. Beder 
for use in his classes in the Prosthodontics De- 
partment at the University of Washington School 
of Dentistry. Contents include The Emotional 
Problems of the Occasional Patient, Splints, 
Stents: Their Use in Intraoral Grafts of Skin or 
Mucous Membrane, Protective Shields and Ap- 
plicators in Radiation Therapy, Appliances for 
the Osteotomized or Ostectomized and Trauma- 
tized Mandible, Extraoral Impressions, and so 
forth. 

Copies of the book are available for examina- 
tion upon request from professors who wish to 
consider it as a text. It may be kept without 
charge if the publishers are notified that an order 
for at least ten copies has gone through. Other- 
wise the book may be purchased at an education- 
al discount of 10 per cent or returned for full 
credit. 


Winthrop Laboratories has added five new 
medical motion pictures to its film library and 
has announced that they are available immediate- 
ly for professional showings. 

The five new movies are 16mm. color and 
sound productions. Their titles are: “Avoiding 
Complications of Spinal Anesthesia,” “Epidural 
Anesthesia for Vaginal Delivery in Obstetrics,” 
“Hepatic Trauma, New Concept of Surgical Re- 
pair,’ “Transvaginal Regional Anesthesia in Ob- 
stetrics,” and “Disinfection of the Skin.” 

Prints of the movies are available free for 
showing to medical and scientific organizations, 
medical students and nurses, hospitals and other 
professional teaching institutions. Requests for 
prints should be addressed to: Winthrop Labora- 
tories, Motion Picture Department, 1450 Broad- 
way, New York 18, New York. 
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In Memuriam 


Joseph Alxander Elliott, M.D. 
November 19, 188-May 6, 1961 

Joseph Alexander Elliott was born in Mound- 
ville, Alabama, on November 19, 1888. He re- 
ceived his A.B. from Birmingham Southern in 
1910. Having decided to devote his life to med- 
icine, he entered the University of Michigan and 
received his M.D. in 1914. He chose dermatology 
as his specialty and served an internship in 
Barnod Free Skin and Cancer Hospital in St. 
Louis. He returned to the University of Michigan 
for his residency, and in 1917-1918 was appointed 
acting associate professor of dermatology in the 
Medical School. The fact that he was born and 
reared in the deep south, educated in his chosen 
profession in the far north, and received much 
of his training in the mid-west, undoubtedly 
broadened his vision and his outlook on life and 
prepared him for the position of leadership in his 
social, professional, and religious life. 

Dr. Elliott came to Charlotte in 1919 as derm- 
atologist for the Crowell Clinic, serving in that 
capacity until 1929, when he entered private 
practice. 

In spite of conducting a large private practice, 
he always had the time, energy, and interest to 
advance organized medicine in his city, county, 
and state. He served as treasurer and later as 
president of the Mecklenburg County Medical 
Society. For many years, he was counselor of the 
State of North Carolina Medical Society, and 
served as its president in 1953. As a leader in his 
specialty, he was elected president of the South- 
eastern Dermatological Society. 

It was largely through his energy and foresight 
that the present Doctors Building was construct- 
ed, and until ill health intervened, he served 
as president of the board of directors. 

A biliography of some 40 published articles 
attests to his acuity and ability as a leader in 
the field of dermatology. 

He took an active part in the social life of the 
city as a member of the Kiwanis Club, the Char- 
lotte Country Club, and the Myers Park Country 
Club. 

Dr. Elliott was not unmindful of his religious 
duties. As a member of Trinity Methodist Church 
when it merged to form the First Methodist 
Church, and later as a member of the Myers 
Park Methodist Church, he served on the board 
of stewards of each congregation. 

His joy in recreation was expressed in hunting 
and fishing and in the culture of flowers. Al- 
ways his garden was one of the show places in 
the city. Truly it could be said of him that he 
followed the biblical injunction to “do with thy 
might whatsoever thy hands find to do.” 

Acknowledging, therefore, the great contribu- 
tions that Joseph Elliott made to this Society, to 
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the profession of Medicine and to this community, 
be it resolved by Mecklenburg County Medical 
Society that a copy of this paper be recorded on 
the minutes of this Society as a permanent me- 
morial to him and that a copy be sent to his 
family. 


Davin G. WELTON 

E. J. WANNAMAKER 
CLAUDE B. SQuIREs 
THOMAS D. SPARROW 


New Device for Help in Making 
Cardiac Diagnoses 

A prominent cardiologist reported in Philadel- 
phia that more than half of the heart abnormali- 
ties of a group of patients he studied were detect- 
ed only or mainly while the people were exercis- 
ing. 

Dr. Samuel Bellet, chief of the Division of Car- 
diology of Philadelphia General Hospital, observ- 
ed 147 patients with hypertensive or arteriosclero- 
tic cardiovascular disease and found that 58 per 
cent of the abnormal changes were revealed only 
or mainly during exercise. 

Dr. Bellet’s findings were presented in a scien- 
tific exhibit at the American Medical Associa- 
tion’s Annual Meeting. Assisting him in the study 
which covered a total of 339 patients were Drs. 
Stavros Deliyiannis and Marcel Elickim of Phil- 
adelphia General Hospital. 

The studies were conducted with a new diag- 
nostic instrument, the RKG 100, which makes 
practical for the first time the taking of electro- 
cardiograms while patients are exercising. 

It consists of specially designed electrodes, a 
pocket-sized transmitter and a desk-top receiver. 
The RKG 100 was developed by Telemedics, Inc., 
of Southampton, Pennsylvania, a subsidiary of 
Vector Manufacturing Company, Inc. 


New Film on Auditory Screening 

The Child Growth and Development Study of 
the Johns Hopkins University and the Maryland 
State Department of Health have just produced a 
15 minute, 16mm., color film entitled “Auditory 
Screening for Infants.” The purpose of the film 
is to stimulate interest in an auditory screening 
technique for infants which is not only an ef- 
fective procedure for early detection of hearing 
impairments but which may also indicate pos- 
sible abnormalities in motor coordination and 
mental capacity. 

Preliminary plans have been made to establish 
training institutes at Johns Hopkins for the pur- 
pose of teaching this auditory screening tech- 
nique to physicians, nurses, and other profes- 
sional personnel in speech and hearing. 

This film will be of interest to private phys- 
icians, nurses, health departments, medical and 
nursing schools, schools of public health, and 
speech and hearing centers. 
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The Month in Washington 


The American Medical Association and 
the federal government declared all-out 
war on medical quacks and charlatans who 
milk the sick and gullible of hundreds of 
millions of dollars each year through useless 
gadgets, phony nostrums, fake reducing 
pills, and the many other gimmicks of the 
medicine show trade. 

The campaign was launched at the First 
National Congress on Medical Quackery, 
under the joint sponsorship of the A.M.A. 
and the U.S. Food and Drug Administration, 
October 6-7 at the Sheraton-Park Hotel in 
Washington. 

Among the keynote speakers were two 
top officials in President Kennedy’s cabinet, 
Secretary of Health, Education and Welfare 
Abraham A. Ribicoff and Postmaster Gen- 
eral J. Edward Day. Leonard W. Larson, 
M.D., president of the A.M.A., and Oliver 
Field, Director of the A.M.A. Department 
of Investigation, spoke for organized med- 
icine. 

Others on the program included Herbert 
J. Miller, assistant U.S. attorney general in 
charge of the criminal division; George P. 
Larrick, commissioner of the FDA, and Paul 
Rand Dixon, chairman of the Federal Trade 
Commission. 

Other speakers included representatives 
of the American Cancer Society, the Arthri- 
tis and Rheumatism Foundation, and the 
National Better Business Bureau. 

C. Joseph Stetler, director of the Legal 
and Socio-Economic Division of the A.M.A. 
presided at the meeting. 

Many state and county medical societies 
from throughout the nation sent representa- 
tives to the Congress. They carried back to 
their societies plans for cooperation with 
enforcement agencies at the local level and 
for a step-up of public education on the sub- 
ject in an accelerated campaign against 
quacks. 

Highlights of the talks included: 

—tLarson: “We must educate the public 
thoroughly and effectively. We must wage 
psychological as well as scientific warfare. 


From the Washington Office of the American Medical 


Association. 
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We must not only prove the worthlessness 
of quackery, but we also must establish 
confidence in sound medical and health 
care. 

“Speaking for the American Medical As- 
sociation and our 180,000 physician-mem- 
bers, I pledge our efforts to the final eradi- 
cation of quackery and all its minions and 
satraps.” 

—Ribicoff: “The total cost of unnecessary 
or dangerous medications in this country 
probably exceeds $1 billion each year. Much 
of this expense is to men, women, and chil- 
dren who dearly need this money for good 
medical care or for other necessities of life. 

“But quackery’s costs in dollars only in- 
troduces the story. In terms of false hopes 
raised, in terms of ugly delusions fostered, 
in terms of tinkering with human life itself, 
the cost cannot be measured. The quack 
flirts with disaster. He challenges the sixth 
Commandment: ‘Thou shalt not kill.’” 

—Larrick: “The most widespread and 
expensive type of quackery in the United 
States today is in the promotion of vitamin 
products, special dietary foods, and food 
supplements. Millions of consumers are be- 
ing misled concerning their need for such 
products. Complicating this problem is a 
vast and growing ‘folk-lore’ or ‘mythology’ 
of nutrition which is being built up by 
pseudo-scientific literature in books, pam- 
phlets, and periodicals. As a result, millions 
of people are attempting self-medication for 
imaginary and real illnesses with a multiude 
of more or less irrational food items. Food 
quackery today can only be compared to the 
patent medicine craze which reached its 
height in the last century. Especially dis- 
turbing is the tendency shown by some big 
and hitherto respected food concerns to use 
quackery in their sales material.” 

—Dixon: “Properly drafted and admini- 
stered, legislation giving the Federal Trade 
Commission power to issue temporary 
cease-and-desist orders would, while observ- 
ing all the requirements of due process, 
make it possible to protect the public in- 
terest more adequately in many areas. 

“Although in the case of food, drug, and 
cosmetic advertising, the Commission can 

. apply to district courts for temporary 
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injunctions, it would be much more efficient 
for the Commission itself to issue temporary 
orders in those cases as well as in others.” 

—Day: “The peddling of fake medical 
cures is the most prominent fraudulent 
activity conducted through the U.S. mails 
today. This huge ‘industry’—and it has 
grown to that extent—is so prevalent and 
so widespread that it taxes the manpower 
of the Postal Inspection Service to the ut- 
most in trying to bring the perpetrators to 
justice. 

“We are doing everything we can to make 
more of our inspectors available to work on 
cases of this nature, to the extent it will not 
jeopardize enforcement in other fields.” 

Dr. L. Henry Garland, American Cancer 
Society: “The charlatan is in business to 
make money and he does so by offering 
hope. He tends to be courteous, optimistic, 
easily understood by the laymen, and con- 
fident that cure can be obtained. His pa- 
tient does not care that the method used 
is a secret one, that the testimonials are 
largely fraudulent, or that the ‘doctor’ may 
not even be licensed. All he knows is that 
he is being reassured and treated by some- 
one who seems to be interested in him as a 
person.” 

—Dr. R. W. Lamont-Havers, Arthritis 
and Rheumatism Foundation: ‘That this is 
a large problem is indicated by the estimat- 
ed 250 million dollars a year that arthritic 
victims spend upon unproven, and misrep- 
resented products in a vain attempt to ob- 
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tain unrealizable relief from their suffering. 
Not all of these products are quackery in 
the sense of being useless. Some contain 
active ingredients—usually salicylates, or 
apparatus such as vibrators, but are promot- 
ed with such misrepresentation of effects 
that the arthritic fully expects results be- 
yond the capabilities of the drug. Others are 
outright quackery and include such popular 
items as alfalfa tea, uranium pads, honey 
and vinegar, etc. Of particular concern are 
the widely advertised so-called ‘clinics,’ 
chiefly in Missouri and Florida.” 

—Field: “We would like to envision the 
time when we can cease to worry about the 
medical quack. But it’s going to take an 
awful lot of doing. The Food and Drug Ad- 
ministration, the Post Office Department, 
the Federal Trade Commission and the 
Food and Drug groups of many states of the 
Union, cannot do the job alone. It takes a 
program which seeks to acquaint the pub- 
lic with the problem, and swings into action 
quickly when there is a threat to the com- 
munity or to the nation at large. This takes 
the help of all interested people—consumer 
groups, educational groups, religious or- 
ganizations, and, most of all, those respon- 
sible for the education of the American 
youth ... The emphasis should be on letting 
the public know, strengthening the laws 
where necessary, but, most of all, providing 
a means of distinguishing between the leg- 
itimate medical practitioner and the one 
who pretends to be one.” 
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(brand of diphenoxylate hydrochioride with atropine sulfate) 


lowers motility 
controls diarrhea 


Lomotil brings prompt symptomatic control in diarrhea, either acute or chronic, 
Both pharmacologic and clinical evidence indicate that Lomotil selectively lowers 
the propulsive component of gastrointestinal motility without relaxing intestinal 
sphincters. So efficient is this action that studies in mice have shown Lomotil to be 
effectively antidiarrheal in one-eleventh the dosage of morphine. 
Such striking antidiarrheal activity strongly suggests that Lomotil is the drug of 
first choice for prompt and positive control of diarrhea. 


Dosage: The recommended initial dosage for adults is two tablets (2.5 mg. each) 
three or four times daily, reduced to meet the requirements of each patient as soon as 
the diarrhea is under control. Maintenance dosage may be as low as two tablets daily. 
Lomotil is supplied as unscored, uncoated white tablets of 2.5 mg., each containing 
0.025 mg. of atropine sulfate to discourage deliberate overdosage. Recommended 
dosage schedules should not be exceeded. 


An exempt preparation under Federal Narcotic Law. 

Descriptive literature and directions for use available in G.D. SEARLE & co, 
Physicians’ Product Brochure No. 81 from G. D. Searle & CHICAGO 80, ILLINOIS 
Co., P.O. Box 5110, Chicago 80, Illinois. Research in the Service of Medicine 


by 
| 


NORTH CAROLINA MEDICAL JOURNAL 


Day and night- 
less wheezing, 
coughing, labored 
respiration in 
chronic bronchitis 
and emphysema 


New Isuprel Compound Elixir is a bal- 
anced expectorant bronchodilator. It 
contains potassium iodide to promote ex- 
pectoration and relieve dry cough. Its 
three bronchodilators, Isuprel, ephedrine, 
and theophylline, keep bronchi continu- 
ously dilated. Luminal is included to ne- 
gate possible side effect from adrenergic 
medication and to provide very mild 
sedation for the patient. 


New Isuprel Compound Elixir alleviates 
symptoms...pro!ongs relief in chronic 
bronchitis and emphysema. 

Each good-tasting vanilla-flavored tablespoon 
(15 cc.) contains: 

Isuprel® (brand of isoproterenol) HCl... 2.5 mg. 


Mohedrine sulfate 12 mg. 
Theophylline ......... 45 mg. 
Potassium fodide .. 150 mg. 
Luminal® (brand of phenobarbital) ...... 6 mg. 
19% 


Adult Dose: 2 tabiespoons 3 or 4 times daily. 


How Supplied: Isuprel Compound Elixir is sup- 
plied in bottles of 16 fi. oz. 


New 


ISUPREL 
ELIXIR 


LABORATORIES 
New York 18, N.Y. 


ISUPREL AND LUMINAL, TRADEMARKS REG. U.S. PAT. OFF. 
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| A CORNERSTONE OF 


The Dictionary defines a cornerstone as something of 
fundamental importance, just as Pil. Digitalis, (Davies, Rose) 
and Tablets Quinidine Sulfate Natural (Davies, Rose) are of 

fundamental importance in treating your cardiac patients. These 
preparations represent 60 years of experience and dependability 


in the manufacture of pharmaceuticals. 


Pil. Digitalis (Davies, Rose), 0.1 Gram (approx. 1'% grains) 
which comprise the entire properties of the leaf, provide a 
_ dependable and effective means of digitalizing the cardiac 


patient, and of maintaining the necessary saturation. 


Tablets Quinidine Sulfate Natural, 0.2 Gram (approx. 3 grains) 
are alkaloidally assayed and standardized, insuring uniformity 
and therapeutic dependability. Each tablet is scored for the 


convenient administration of half dosages. 


Davies, Rose & Company, Limited - Boston 18, Mass. 
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SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 
Theragran supplies the essential vitamins in truly 
therapeutic amounts: 


A... ..'. . P. Unie 
Vin « U.S.2. Unnas 
Thiamine Mononutrate . . 10 mg. 
. 10 mg. 
Niacinamide 

Pyridoxine Hydrochloride 

Calcium Pantothenate . . 


Vitamin B,, 


SQuiss it Squibb Quality—the Priceless Ingredient 


‘Theragran’® is a Squibb trademark 
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@@hutrition...present as a modifying or complicat- 


ing factor in nearly every illness or disease state9® 


1. Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac diseases “who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


ne 999 
disease. “ 9. Kampmeier, R.H.: Am. J. Med. 25:662 (Nov.) 1958. 


ar thr 1C1S “It is our practice to prescribe a multiple vitamin preparation to patients 
with rheumatoid arthritis simply to insure nutritional adequacy . . .’” 


3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958. 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 


monly observed in patients on peptic ulcer diets.‘ Daily administration of therapeutic 
vitamins to patients with hepatitis and cirrhosis is recommended by the National 


41 5 4. Sebrell, W.H.: Am. J. Med. 25:673 (Nov.) 1958. 5. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition. 
Research Council. National Academy of Sciences and National Research Council, Washington, D. C., 1952, p. 57 


degenerative diseases “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 
American adult.’”® ¢,overhoiser, w.,and Fong, T.C.C. in Stieglitz, E. J.: Geriatric Medicine, 3rd edition, J, B. Lippincott, Philacelphia, 1954, p. 264. 


Infectious diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states." 7. Golusmith, 6 a: 
Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8, 1960. Reported in: Medical Science 8:772 (Dec.10) 1960. 


diabe CES Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.* “Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet. ...There is some evidence of 


interference with normal riboflavin utilization during catabolic episodes.’”® 
8. Duncan G.G.; Diseases of Metabolism 4th edition W. B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.; Am. J. Med. 25:708 (Nov.) 1958, 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 
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CONSISTENTLY SUCCESSFUL RELIEVING 


| | 
(f 
stactory results In 88 % of case 


; CC 
ically every instance. 
the experienced relief 


from dryness and pruritus.” 


H.J.:N.Y. 
DY1 Spoor, 
= J.M. 58:8292, 1958. 


sati 


Satisfactory results jn 94% Of Cases 
comments: Sardo “ 


SARDO IN THE BATH releases millions of microfine water-miscible globules* which 


act to (a) lubricate and soften skin, (b) replenish natural emollient oil, (c) prevent 
excessive evaporation of essential moisture. 


Patients appreciate pleasant, convenient SARDO. 
Non-sticky, non-sensitizing, economical. Bottles of 4, 8 and 16 oz, 


for samples and literature, please write... 
SARDEAU, INC. 75 East 55th Street, New York 22, N. Y.*Patent Pending, T.m. © 1961 
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drugs anonymous 


One of the several hastily conceived and potentially dangerous suggestions for 
reducing drug costs is generic-name prescribing. The proponents of generic-name 
prescribing claim that it will lower drug costs significantly and—through supervision 
by the Federal Government—provide quality equivalent to that of trademarked 
drugs. We maintain that these claims are false. Here are some authoritative answers 
to the principal questions posed by generic-name prescribing. 


How much money would be saved if all prescriptions were written 
for generic-name drugs? 


“The [Rhode Island] Division of Public Assistance examined 10,000 drug prescrip- 
tions for welfare recipients for the purpose of determining the actual savings . . . of 
generic versus trade-name drugs. The drugs had cost $28,000. Substituting generic 
drugs whenever possible would have provided a saving of less than 5 per cent. 
Syracuse has made a similar study of drug costs with comparable results.” 


Rhode Island Medical Journal, 
January, 1961 


Are the savings worth the risk of sacrificing quality? 


**, . . it is unsafe [to prescribe generically] because there is not sufficient policing of 


our standards... .” 
Lloyd C. Miller, Ph. D. 


Director of Revision of the U.S.P. 


“The naive belief that, if a product was not good, the FDA would prohibit its sale 
is just not realistic. ... it is completely impossible for the FDA to check every batch 
of every product of every manufacturer. . . . Hence the integrity and reputation of 
the manufacturer assume unusual significance where drugs and health products 


are concerned.” 
Albert H. Holland, M.D. 


formerly Medical Director of the 
Food and Drug Administration 


Smith Kline & French Laboratories, Philadelphia SK 
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BUT CTOR, 
CALCIUM 
REALLY 
THAT 


YES ... and the importance of calcium 

is best observed in people who have always 
enjoyed sufficient amounts of milk. Shape... 
Stature ... locomotion... all are dependent 
upon the support given the body by the 
skeleton and its main constituent: calcium. 
Over 99% of this element in the body resides 
in the bones and teeth where it lends rigidity 

to these tissues and is stored for future needs. 
The remaining 1% serves several vital 
functions . . . in the clotting of blood, the 
activation of enzymes, and the transmission 
of nerve impulses to the heart 

and other organs. 

In some areas of the world, low calcium, 
phosphorus and vitamin D intakes combine 

to cause growth retardation and bone 
deformities. Calcium intake must be adequate, 
along with adequate phosphorus and 

vitamin D, to treat infantile rickets and adult 
osteomalacia. Milk and milk products... 
particularly those fortified with vitamin D 

... more than any other food group . . . have 
been responsible for the infrequent occurrence 
of these diseases in the United States. 


While growing animals are most susceptible 
to calcium deficiency, a low intake in mature 
animals can lead to osteomalacia... 

a disease characterized by decalcification and 
fragility of the bones. A deficiency in 
human adults is most likely to occur in 
women during pregnancy and lactation... 
when failure to consume adequate amounts 
of calcium may cause bone depletion in 

the mother and in the child. 


- 


IMPORTANT. 


Normal calcium metabolism is dependent 
upon several other factors, including 
phosphorus for bone salt formation... 
vitamin D and lactose for efficient calcium 
absorption... and protein for the synthesis of 
bone matrix. Thus calcium in the diet should 
be accompanied by all those nutrients 
necessary for its proper utilization. When 
milk is the source of calcium, these and other 
PLUS factors will also be provided. 

Milk and other dairy foods stand alone in 
their ability to provide calcium needed for all 
body processes in a form that is highly 
palatable, easily digested, and readily absorbed 
... and they also provide other nutrients 
that contribute to a balanced dietary 

and buoyant health. 

The nutritional statements made in this advertise- 
ment have been reviewed by the Council on Foods 
and Nutrition of the American Medical Associa- 
tion and found consistent with current authoritative 
medical opinion. 


AVAILABLE ON REQUEST: 
Reprints of this series of messages on Calcium 


NEW CALORIE-RESTRICTED DIET SHEETS 


A non-profit 
organization 


Since 1915 promoting 
—— better health through 
nutrition research 


and education 


NATIONAL DAIRY COUNCIL 


111 NORTH CANAL STREET ¢ CHICAGO 6, ILLINOIS 
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This information is reproduced in the interest of good nutrition and health by the Dairy 
Council Units in North Carolina. 

Winston-Salem 

610 Coliseum Drive 

Winston-Salem, N. C. 


Burlington-Durham-Raleigh 
310 Health Center Bidg. 
Durham, N. C. 


High Point-Greensboro 
106 E. Northwood St. 
Greensboro, N. C. 
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Tareyton delivers the flavor... 


THE TAREYTON RING 
MARKS THE REAL THING! 


Here’s one filter cigarette that’s really different! 
The difference is this: Tareyton’s Dual Filter gives you a “Pure white 
outer filter 


unique inner filter of ACTIVATED CHARCOAL, definitely proved to 
make the taste of a cigarette mild and smooth, It works together with 
a pure white outer filter—to balance the flavor elements in the smoke. 


Tareyton delivers—and you enjoy—the best taste of the best tobaccos. 


ACTIVATED 


nN ” 
Product of Ske Amurican Company — is our middle name ©A. 7. co, 


Be 
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CONTRAMAL-CP .. .each 
orange capsule contains: 


Acetyl-p-aminophenol 325 mg. 
Salicylamide 225 mg. 
Caffeine 30 mg. 
Phenylephrine Hydrochloride 10 mg. 
Homatropine Methylbromide 2.5 mg. 
Tristamine* 20 mg. 


Supplied — 100, 1000 and 5000 capsules 


SAMPLES AND 
LITERATURE 
GLADLY SENT 
UPON REQUEST 


PRODUCTS CO., INC. 
PETERSBURG, VIRGINIA 


IC and ANTIHISTAMINIC. clusion TANT, ANALGESIC, ANTIPYRE-. 

-hlorphe 
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>. Whatever the cause... 

be[ barb soothes 
MA the agitated mind and 
A calms spasms 
through the 
central effect 
of phenobar- 
bital and the 


of natural belladonna 
alkaloids on the 
6-1 tract. 


Sedative—Antispasmodic 
20 years of clinical sitrigae 
COMPOSITION: Each Belbarb 


tablet or fluidram Elixir con- 

tains phenobarbital % gr., bel- 2 

ladonna alkaloids equiv. fresh i 

tr. belladonna 8 min. Belbarb 

No. 2 same as Belbarb except 

% gf. phenobarbital tor more 


100, 1000. Elix- 
ir: Pint and galion 


& COMPANY 


Richmond, Virginia 


CHARLES C. 
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CAPSULES, 150 mg., 75 mg. Dosage: Average infections— 
150 mg. four times daily. Severe infections—Initial dose of 
300 mg., then 150 mg. every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with cali- 
brated, plastic dropper. Dosage: 1 to 2 drops (3 to 6 mg.) 
per pound body weight per day — divided into four doses. 
SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored). 
Dosage: 3 to 6 mg. per pound body weight per day—divided 
into four doses. 


LEDERLE LABORATORIES, a Division of AMERICAN 


PRECAUTIONS—As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea 
diarrhea, vaginitis or dermatitis. A photodynamic reaction tq 
sunlight has been observed in a few patients on DECLOMYCIN 
Although reversible by discontinuing therapy, patients shoul 
avoid exposure to intense sunlight. If adverse reaction or idio 
syncrasy occurs, discontinue medication. 


Overgrowth of nonsusceptible organisms is a possibility wit 
DECLOMYCIN, as With other antibiotics, and demands that the 
patient be kept under constant observation. 


CYANAMID COMPANY, Pearl River, New York p> 


n added measure of protection 


YCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


against relapse—up to 6 days’ activity on 4 days’ dosage 
against secondary infection—sustained high activity levels 
against “problem” pathogens—positive broad-spectrum antibiosis 


a PLAN NOW TO ATTEND THE A.M.A. CLINICAL SESSION IN DENVER, NOVEMBER 27-30. : 
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in abdominal distention 


Associated with air swallowing, functional indigestion, spastic 
colitis, diverticulitis, peptic ulcer, postoperative gas. 


FOAM BEFORE SILAIN 


FOAM AFTER SILAIN 


= 


The original brand of methylpolysiloxane 
a gastrointestinal 


DEFROTHICANT® 


Air swallowing, abnormal peristalsis or ‘‘nervous 
indigestion” accelerates foaming. Foam and froth 
increase the volume of gastrointestinal contents 


causing discomfort. 
SILAIN dispels foam and froth 


Even normal peristalsis may produce thick, viscous 
foam in the presence of gastric mucin and gas form- 
ing digestive processes. 


SILAIN reduces increased volume 
By lowering interface cohesion, SILAIN breaks down 
the gas bubbles reducing the foam to a liquid. 


SILAIN provides fast relief 

Relief occurs promptly when foam is broken—en- 
trapped gas is liberated for normal absorption or 
eliminated by belching or passing flatus—volume 
decreases immediately. 


SILAIN is safe 

A single non-toxic compound, SILAIN acts physi- 
cally with no effect on gastrointestinal motility. 
FORMULA: Each tablet contains 50 mg. methylpolysiloxane. 

DOSAGE: 1 or 2 tablets after meals or more frequently if necessary. 

AVAILABLE: 50 mg. tablets in bottles of 100. 

Clinical trial supply on request 

*DEFROTHICANT— The property of preventing and eliminating foam. 

U. S. Patent No. 2,951,011 


PLOUGH LABORATORIES, INC. 


A Subsidiary of Plough, Inc., Memphis, Tennessee 
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in peptic ulcer, hyperacidity, heartburn 


Control Gastric 
GAS ACID 


TABLETS 


DEFROTHICANT ANTACID 


SILAIN-GEL non-fatiguing, fruit-mint taste 


Releases Gas—The unique physical property of SILAIN breaks 
the frothy bubbles liberating the gas for elimination. 


Neutralizes Acid—Specially balanced antacid formulation pro- 
vides efficient neutralization. 


DOSAGE—2 tablets after meals and at bedtime. The safety of Silain-Gel permits administration as often 
as necessary. 


FORMULA-—Each tablet contains: iloxane 25 mg.; magnesium hydroxide 85 mg.; co-precipi- 
tated magnesium carbonate and aluminum iewousn 282 mg. 


REFERENCES 

1. Roth, J.L.A. and Bockus, H.L.: Aerophagia— Med. Clin. N. Am. 41:1673 (Nov.) 1957 

2. Alvarez, W.C.: Gas in the Bowel: An Introduction to Gastroenterology; Paul B. Hoeber, 

Inc. Alvarez, w. C.; Syndrome of Reverse Peristalsis: Ibid 

3. Barondes, R. de R. et al: The Silicones in Medicine. Mil. Surg. 106:378, 1950 

. Cutting, W.: Toxicity of Silicones. Stanford M. Bull. 10:23 (Feb.) 1952 

. Dailey, M. and Rider, J.: Silicone Antifoam Tablet in Gastroscopy. J.A.M.A. 155:859 
(June) 1954 

6. Rider, J.A. and Moeller, H.C.: Use of Silicone in the Treatment of Intestinal Gas and 
Bloating. J.A.M.A. 174:2052 (Dec.) 1960 

. Rider, J.A.: Intestinal Gas and Bloating: Treatment with Methylpolysiloxane. Am. Pract. 
& Digest Treat. 11:52 (Jan.) 1960 
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PROTECTION IN 


ANGINA 
PECTORIS 


ANTORA... 


PROVIDES 10-12 HOURS 
GRADUAL RELEASE .. . 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythritol Tetranitrate . . . a clinically proven 
dosage form. For assured 24 hour control, administer 
one Antora capsule before breakfast and one before 
evening meal. ANTORA REDUCES NITROGLYCERIN RE- 
QUIREMENTS . . . IMPROVES EKG TRACINGS .. . 
PROVIDES BETTER EXERCISE TOLERANCE . . . REDUCES 
NUMBER AND SEVERITY OF ATTACKS. Administer with 
caution in glaucoma. 


FOR THE UNDULY 
APPREHENSIVE PATIENT .. . 


“ANTORA-B... 


i : Timed Disintegration Capsules, containing 30 mg. 
:  Pentaerythritol Tetranitrate plus 50 mg. Secobarituric 
Acid. Medication is released over 10 to 12 hours with 


F _ fewer side effects and less “hangover” than the long- 
acting barbiturates. As with Antora, capsules are 
Fs administered only twice daily instead of the usual 
8 to 12 tablets. Administer with caution in glaucoma. 


REFER TO Supplied: Bottles of 60 and 250. 
PD literature and clinical samples 
available. 


PHARMACEUTICALS 
1042 WESTSIDE DRIVE 
GREENSBORO, NORTH CAROLINA 
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WHENEVER COUGH THERAPY cough and associated symptoms 
15-20 minutes = effective for6 hoursor 
IS INDICATED 4 longer = promotes expectoration = rarely 
Average adult dose: One teaspoonful ai fter meals and 
THE COMPLETE Rx FOR COUGH CONTROL May be habit-orming, Federal law permits oral 
«prescription 
nasal decongestant expectorant LABORATORIES 


Why Homer Jackson’s work is important to you... 


Talking on the radio-telephone is 
Homer “Bud” Jackson, both a scientist 
and a hard-working buyer for a company 
processing Florida oranges into frozen 
juice concentrate. 

He has just made a decision that’s 
important to you. He has analyzed some 
sample oranges from the grove in the 
background and found that they have 
the optimal amount of sugar, of acid, 


and are of the proper texture. (Testing 
for vitamin C comes later.) Homer 
Jackson knows that these oranges are of 
a quality to meet the exacting regula- 
tions required by the Florida Citrus 
Commission. 

These standards for quality in citrus 
products are the highest in the world. 
This is important to you and your pa- 
tients because juice made from the best 


eFlotta Citrus Commission, Lakeland, Florida 


oranges will be nutritionally best for 
your patients. It will contain abundant 


amounts of vitamin C and rich. natural 


fruit sugars. 


It’s good nutrition to encourage peo- 
ple to drink orange juice. It makes good 
sense to persuade them to drink orange 
juice that you know tastes good, has the 
right sugar-acid ratio, and is packed full 
of nutritionally important vitamin C, 
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Protection Against Loss of Income 
from Accident & Sickness as Well as 
Hospital Expense Benefits for You and 
All Your Eligible Dependents. 


ALL PHYSICIANS 
DENTISTS 


COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment Book sent to 
you FREE upon request. 


Heart Strain 

and Fatigue 
with a 

Home Elevator 


Inclin-ator travels up and down 
stairways—Elevette fits snugly 
into closet space. Ideal for in- 
valids and older folks, with safe 
push-button controls. Uses or- 
dinary house current. Used in 
hundreds of nearby homes. Call 
or write today for free survey. 


ELEVATORS 


Freight & Passenger Elevators 
Greensboro, North Carolina 
Charlotte @ Raleigh 
Roanoke e Augusta e Greenville 


neurological patients. 


TUCKER HOSPITAL, Inc. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and 


Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 


reactions and selective psychotic and alcoholic problems.) 


Dr. JAMES ASA SHIELD Dr. GEORGE S. FULTZ 


Dr. WEIR M. TUCKER Dr. AMELIA G. Woop 
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ALL PHYSICIANS 
ARE WELCOME 


Recognizing that the exchange of ideas is fundamental to medical progress, Lederle 
continues its Symposium program with the 10th year of scheduled meetings. Through 
these Symposia, sponsored by medical organizations with our cooperation, over 50,000 
physicians have had the opportunity to hear and question authorities on important 
advances in clinical medicine and surgery. You have a standing invitation to attend any 
of these Symposia with your wife, for whom a special program is planned. 


ANOTHER YEAR OF SYMPOSIA... 


PROVIDENCE, RHODE ISLAND EDINBURG, TEXAS PORTLAND, OREGON 
Wednesday, November 1, 1961 Saturday, December 2, 1961 Wednesday, January 24, 1962 
The Colony Motor Hotel The Echo Motor Hotel The Sheraton-Portland Hotel 


HARRISBURG, PENNSYLVANIA 


Thursday, November 9, 1961 WACO, TEXAS ANCHORAGE, ALASKA 

The Penn Harris Hotel Sunday, December 10, 1961 Saturday, February 24, 1962 
The Holiday Inn The Westward Hotel 

JACKSONVILLE, FLORIDA 

Sunday, November 12, 1961 

The Hote! Plans for 1962 already include WINCHESTER, VIRGINIA 
the following Symposia, with Wednesday, March 14, 1962 

ALLENTOWN, PENNSYLVANIA more being arranged: The Lee-Jackson Hotel 

Wednesday, November 15, 1961 

The Americus Hotel MOBILE, ALABAMA SIOUX CITY, IOWA 

SOMERVILLE, NEW JERSEY Friday, January 5, 1962 Thursday, March 15, 1962 

Thursday, November 16, 1961 The Admiral Semmes Hotel The Sheraton-Martin Hotel 


The Far Hills Inn 


NASHVILLE, TENNESSEE ST. PAUL, MINNESOTA SPOKANE, WASHINGTON 
Wednesday, November 29, 1961 January 8, 1962 Saturday, June 2, 1962 
Meharry Medical College The Hotel Lowry « The Davenport Hotel 


tC Ledterie ) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, N. Y- 


Plan now to attend the A.M.A. Clinical Session in Denver, November 27-30. 
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Copyright 1961, The Upjohn Company 


in bacterial 
otitis 
media 


promptly 


to gain precious 
therapeutic 
hours 


In the presence of bacterial 
infection, taking a culture to 
determine bacterial identity 
and sensitivity is desirable— 
but not always practical. 

A rational clinical alterna- 
tive is to launch therapy at 
once with Panalba, the anti- 
biotic that provides the best 
odds for success. 

Panalba is effective (in 
vitro) against 30 common 
pathogens, including the 


ubiquitous staph. Use of 
Panalba from the outset (even 
pending laboratory results) 
can gain precious hours of ef- 
fective antibiotic treatment. 


SUPPLIED: Capsules, each conta{ning 
Panmycin® Phosphate (tetracycline phosphate 
complex), equivalent to 250 . tetracycline 
hydrochloride, and 125 mg. 
novobiocin sodium, in bottles of 16 and 
USUAL ADULT DOSAGE: 1 or 2 capsules 
3 or 4 times a day. 
SIDE EFFECTS: Panmycin Phosphate has a 
very low order of toxicity comparable to that 
of the other tetracyclines and is well tolerated 
clinically. Side reactions to therapeutic use 
are infrequent and consist principally of mild 
nausea and abdominal cramps. 
Albamycin also has a relatively low order of 
toxicity. In a certain few patients, a yellow 
Pigment has been found in the plasma. This 
pigment, apparently a metabolic by-product 
e vy not necessarily associated with 
abnormal liver function tests or liver enlarge- 
ment 


Urticaria and maculopapular dermatitis, and 
a few cases of leukopenig have been reported 
in patients treated with Albamycin. These side 
effects usually disappear upon discontinuance 
of the drug. 

CAUTION: Since the use of any antibiotic 
may result in overgrowth of nonsusceptible 
organisms, constant observation of the patient 
is essential. If new infections appear during 
therapy, appropriate measures should be taken. 
Total and differential blood counts should be 
made routinely during prolonged administra- 
tion of Albamycin. The possibility of liver 
damage should be considered if a yellow pig- 
ment, a metabolic by-product of Albamycin, 
appears in the plasma. Panalba should be dis- 
continued if allergic reactions that are not 
readily controlled by antihistaminic egents 
develop. 

*®Trademark, Reg. U. S. Pat. Off. 


Panalba 
your broad-spectrum 
antibiotic of first resort. 


Upjohn Com: 
Michigan 
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OME SWEET HOM 


NICOZOX 


ORIGINAL FORMULA 
The ideal cerebral tonic and stimulant for the aged. 


NICOZOL therapy (the original formula) affords ee 


prompt relief of apathy. Patients generally look 
better, feel better; become more cooperative, For relief of agitation and hostility: 
cheerful and easier to manage. NICOZOL with reserpine Tablets 


No dangerous side effects. Supply: Capsules « Elixir 


DRU G Write for professional sample and literature. on 
Page 581 
C Speciatties WINSTON-SALEM 1, NORTH CAROLINA 


DEDICATED TO SERVING THE SOUTHERN PHYSICIAN 
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antibiotic 


not indicated... 
prescribe NEW 


WIN-CODIN Tablets 


New Win-Codin tablets provide greater symptomatic relief 
from influenza, colds and sinusitis than do simple analgesic- 
antihistamine combinations. New Win-Codin tablets contain 
a full complement of the most effective agents available to 
relieve general discomfort, bring down fever and _ lessen 
congestive symptoms. 

Each tablet contains: 

Codeine phosphate 15 mg.—to relieve local and generalized 
pain and control dry cough 

Neo-Synephrine® 10 mg.—to shrink nasal membranes and 
open sinus ostia 

Acetylsalicyclic acid 300 mg. (5 grains)—to reduce fever and 
relieve aching 

Chlorpheniramine maleate 2 mg.—an antihistamine to shrink 
engorged membranes and lessen rhinorrhea 

Ascorbic acid (vitamin C) 50 mg.—to increase resistance to 
infections? 

New Win-Codin tablets will bring more comfort to many 
patients suffering from severe colds, influenza or sinusitis. 


Average dose: Adults, 1 or 2 tablets three times daily; children 
6 to 12 years, from ¥ to | tablet three times daily. 


: Available in bottles of 100 (Class B narcotic). 
LABORATORIES *Trademark fFor persons with vitamin C deficiency 
New York 18, N. Y. Neo-Synephrine (brand of phenylephrine), trademark reg. U. S. Pat. Off. 
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WHEN 

THE PATIENT 
WITHOUT 
ORGANIC DISEASE 
COMPLAINS OF 


flatulence, belching, — 
intestinal atony, 
indigestior 


CONSIDER 


NEOCHOLAN® 


Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 


normal peristalsis by restoring intestinal tone. 
Each tablet provides: Dehydrocholic Acid Compound, p PITMAN-MOORE COMPANY 


P-M Co. 265 mg. (Dehydrocholic Acid, 250 mg.); 


Homatropine methylbromide 1.2 mg.; Phenobarbital DIVISION OF THE DOW CHEMICAL COMPANY 


8.0 mg. Supplied in bottles of 100 tablets. INDIANAPOLIS 6, INDIANA 
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... motion-stopping radiographic speed 
is built into every Patrician “200” 


With the G-E Patrician “200” diagnostic x-ray 
package, you can enjoy savings and still not 
sacrifice needed power. This is important. For, 
only ample x-ray output will assure you ex- 
posure speed sufficient to overcome common 
motion-blurring problems. The Patrician com- 
bination provides this and more in every detail 
for radiography and fluoroscopy. For example: 
full-size 81” tilting table. . . independent tube- 
stand . . . counterbalanced (not counterpoised) 
fluoroscopic screen or spot-film device . . . fine 
focus x-ray tube . . . fluoroscopic shutter-limit- 
ing device to confine radiation to screen area 


+. automatic x-ray tube overload protection. 
Ask about renting: Through the G-E 
Maxiservice® plan, you can have this com- 


plete Patrician “200,” plus maintenance, parts, 
tubes, insurance, and paid-up local taxes — 


all wrapped-up by a modest monthly fee. 
Details available from your G-E x-ray repre- 


sentative listed below. 
Progress /s Our Most Important Product 


GENERAL @ ELECTRIC 


NORTH CAROLINA 
Direct Factory Branch 


CHARLOTTE 
1140 Elizabeth Avenue 
FR 6-1531 
Resident Representatives 
WILSON WINSTON-SALEM 
A. L. Harvey N. E. Bolick 


1501 Branch St. — Phone 23 7-2440 


1218 Miller St. — Phone PArk 4-5864 
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Compliments of BRAWN ER’S 
Ww SANITARIUM, INC. 
achtel’s, Inc. (Established 1910) 


2932 S. Atlanta Road, Smyrna, Georgia 
* 


For the Treatment of Psychiatric Illnesses 
and Problems of Addiction 
Surgical 


Modern Facilities 


S u P P l 1e¢s Approved by Central Inspection Board of 


American Psychiatric Association and the 


a Joint Committee on Accreditation 


Jas. N. Brawner, JR., M.D. 
Medical Director 


15 Victoria Road 
ASHEVILLE, North Carolina 
P. O. Box 1716 Telephone AL 3-7616 Phone HEmlock 5-4486 


REGIST 


t Question... Enjoy the (CL, 


For Quality sition 
unique refreshment of sparkling Coca’Cola 


REG US PAT OFF 


SIGN OF GOOD TASTE 
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Major Hospital Policy 


Pays up to $10,000.00 for each member of your family, 


subject to deductible you choose 


Deductible Plans available: 
$100.00 
$300.00 
$500.00 


Business Expense Policy 


Covers your office overhead while you 


are disabled, up to $1,000.00 per month 


approved by 
The Medical Society of North Carolina 
for Its Members 


Write or Call 


for information 


Ralph J. Golden Insurance Agency 


Ralph J. Golden Associates Henry Maclin, [V 
Harry L. Smith John Carson 
108 East Northwood Street 
Across Street from Cone Hospital 
GREENSBORO, N. C. 
Phones: BRoadway 5-3400 BRoadway 5-5035 
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After 10 weeks 
of therapy— 

a clear skin, 

a new personality, 
a new world of 
fun and laughter 


pHisoHex, used as a daily, exclusive 
wash, enhances any treatment for 
acne. Because it contains 3 per cent 
hexachlorophene, it supplies continuous 
antibacterial action to help combat 
the infection factor. pHisoHex 
cleanses better than soap because 

it is 40 per cent more surface-active. 
Used together, pHisoHex and new 
keratolytic pHisoAc Cream provide 
basic complementary topical therapy 
for patients with acne—to unplug 
follicles and to help prevent 
comedones, pustules and scarring. 
New pHisoAc Cream dries, peels and 
helps degerm the skin; flesh-toned, it 
tends to hide acne lesions as they heal. 
pHisoHex, in unbreakable squeeze 
bottles of 5 oz. and NEw plastic bottles 
of 1 pint; pHisoAc in 1) oz. tubes. 


pHisoHex and pHisoAc, trademarks reg. U.S. Pat. Off. 


(|, LABORATORIES 
New York 18, N.Y. 


For acne-pHisoHex’ and 


CLINICAL PHOTOGRAPHS 


Acne vulgaris before treatment 


For treatment at home, this patient 
washed her face daily with pHisoHex 
and kept pHisoAc on her face twenty- 
four hours a day. 


Nine office treatments consisted of 
mechanical removal of blackheads and 
applications of carbon dioxide slush. 
No other medication was given. 


After 10 weeks of therapy 


antibacterial, nonalkaline, nonirritating, 
hypoallergenic detergent 


pHisoAc’ cream 
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of the mental patient. 


rehabilitation. 


Ry for the mentally disturbed 


Peachtree Hospital is a modern, 60-bed psychiatric hospital, joining 
with Atlanta psychiatrists in working for better mental health. 
Great effort has been made to provide e every facility for the benefit 


A Registered Occupational Therapist and Occupational Therapy 
Aides direct each patient in a well rounded Occupational Therapy 
program, including leather crafts, ceramics, needle craft, 
weaving, basketry, jewelry, etc., performing a vital function in 


hospital 


Paul H. Fraser, Administrator 


41 PEACHTREE PLACE, N.E. ° 
MEMBER: American Hospital Association — Georgia Hospital Association — National Association 
of Private Psychiatric Hospitals 
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because patients are more than arthritic joints... 
controlling inflammatory symptoms is frequently not enough! 


Even cortisone, with its severe hormonal reactions, can effectively contro] inflammatory and rheuma- 
toid symptoms. But a patient is more than the sum of his parts — and the joint is only part of a whole 
patient. Symptomatic control is but one aspect of modern corticotherapy, because what is good for the 
symptom may also be bad for the patient. 


AS = a = 
| 


Unsurpassed “General Purpose” and “Special Purpose” Corticosteroid... 
Outstanding for Short- and Long-term Therapy 


Aristocort 


Triamcinolone Lederle 


(Knee Joint, Left: distal end of femur; Right: proximal end of tibia 


ARISTOCORT is an outstanding “special purpose” steroid when the complicating problem is increased 
appetite and weight gain, sodium retention and edema, cardiac disease, hypertension or emotional 
disturbance and insomnia. 

ARISTOCORT provides unsurpassed anti-inflammatory control without sodium retention or edema — 
without the undesirable psychic stimulation and voracious appetite. 


Supplied: Scored tablets (three strengths), syrup, parenteral and various topical forms. Request complete information on indications, 
dosage, precautions and contraindications from your Lederle representative, or write to Medical Advisory Department. 


LEDERLE LABORATORIES ° A Division of AMERICAN CYANAMID COMPANY - Pearl River, New York 


PLAN NOW TO ATTEND THE A.M.A. CLINICAL SESSION IN DENVER, NOVEMBER 27-30. 
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MYADEC 


<SD potency vitamin formula with minerals 


> > 


ehelps to prevent or correct certain vitamin deficiencies 
esupplies various minerals normally present in body tissue 
Each MYADEC Capsule provides: Vitamins; Vitamin By crystalline— 
5 meg.; Vitamin Bg (riboflavin)—10 mg.; Vitamin Bg (pyridoxine 
hydrochloride)—2 mg.; Vitamin B; mononitrate—1!0 mg.; Nicotinamide 
(niacinamide)—100 mg.; Vitamin C (ascorbic acid)—150 me.; Vita- 
min A—25,000 units (7.5 mg.); Vitamin D—1,000 units (25 meg.): 
Vitamin E (d-alpha-tocopheryl acetate concentrate)—5 1.U.; Minerals 
(as inorganic salts): lodine—0.15 mg.; Manganese —1 mg.; Cobalt 
—().{ mg.; Potassium—5 mg.; Molybdenum—0.2 me.; [ron—15 me.: 
Copper—1 mg.; Zine—1.5 mg.; Magnesium —6 mg.; Calcium —105 


mg.; Phosphorus — 80 mg. : 
Supplied: Bottles of 30, 100, and 250... LT ARKE-DAVIS 


PARKE, DAVIS & COMPANY, Detroit 32, Michigan 
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Now...two new products to supply 
the iron infants and children need 
at the ages they need tt 


TRI-VI-SOL 


VITAMIN DROPS WITH IRON 


CHEWABLE VITAMINS WITH IRON 


These two new formulations—one for infants, one for older children 
—are distinctive additions to the present line of Vi-Sol® vitamins, 
thereby providing the choice of ‘Tri-Vi-Sol drops with and without 
iron and Deca-Vi-Sol chewable vitamins with and without iron. 
Both new products taste good. The packaging carefully limits 
elemental iron to a total of 500 mg. per bottle. Nevertheless, the 
bottles should be kept out of the reach of children. 


Tri-Vi-Sol vitamin drops with iron, Each 0.6 cc. daily dose supplies 10 mg. 
elemental iron plus safe, rational amounts of vitamins C, D and A, Supplied 
in bottles of 30 cc. 


Deca-Vi-Sol chewable vitamins with iron, Each chewable tablet supplies 10 mg. 
elemental iron and safe, rational amounts of C, D and A plus seven significant 
B vitamins. Supplied in bottles of 50 chewable tablets. 


Bibliography: (1) Jacobs, IL: GP 2/:93 (Jan.) 1960. (2) Shulman, L: J.A.M.A,. /75:118-123 
(Jan 14) 1961. (3) Moore, C. V., in Wohl, M. G., and Goodhart, R. S.: Modern Nutrition 
in Health and Disease, ed. 2, Philadelphia, Lea & Febiger, 1960, p. 243. 


10 mg. of prophylactic iron... 
logically combined for your 
convenience with two of the 
most widely used and accepted 
pediatric vitamin products 


Mead Johnson 
Laboratories 


Symbol of service in medicine acones 
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